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THERE is, perhaps, no pathological condition whose symptoms are 
usually more characteristic than are those of obstruction to the normal 
flow of blood in the superior vena cava. Such a condition may be 
brought about by compression by tumors or aneurisms, by inflammation 
and consequent thrombosis of the vein itself, by rupture of an aneurism 
of the aorta into the vena cava, by penetration of a malignant growth 
into the vessel, or by bands of inflammatory tissue constricting it from 
without. 

The characteristic symptoms consist in intense edema and cyanosis 
coming on rapidly or slowly, and limited to the upper half of the body; 
together with such secondary symptoms as would naturally follow these 
conditions. It is difficult to conceive of any cause suddenly operating 
to bring about obstruction, yet failing to produce these effects. Only 
when the cause operates very slowly does it seem possible that the symp- 
toms may be slight, or even absent, the collateral circulation having 
become established. 

Rupture of an aneurism of the arch of the aorta into the superior vena 
cava, one of the causes referred to, is so rare an occurrence that we have 


1 Read before the Association of American Physicians, May, 1890. 
VOL. 100, No. 4.—ocTroBer, 1890. 
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been interested in looking into the history of the affection, in connection 
with a case occurring under our own observation, with the hope of 
determining whether there exist any symptoms which would permit of 
a diagnosis during life. 

The following history of the case is imperfect in some points, owing 
to the patient’s slight knowledge of English, as well as to the difficulty 
which he experienced in talking on account of the great dyspnea from 
which he suffered : 


Tak Sing, Chinaman, aged forty-eight years. Was admitted to the 
Hospital of the University of Palentneln, September 22, 1888. His 

arents. are both dead, of causes unknown. Nothing else can be elicited 
in the way of family history. He has been a cook on a man-of-war, and 
since 1876 has been working in a laundry. Although on close question- 
ing he says he has noticed numerous small varicose veins over his thorax 
for four months, he claims that he has always been a healthy man until 
four weeks ago. At this time he had been working very hard in his 
laundry, and sleeping in a cold, damp cellar for several nights, after 
which he was attacked by a severe pain in the chest, which prevented 
him from aoe He was also unable to lie down at night, presumably 
from dyspnea. He noticed that his neck and shoulders were swelling, 
the left side being more swollen than the right. After this the chest 
became swollen, and he says that his feet wereso likewise. The notes of 
the case make no reference to the condition of the arms. It could not 
be positively determined whether cedema first appeared at this time, or 
whether some had existed four months before, at the time the varicose 
veins of the chest were first noticed. 

A week before admission he began to have difficulty and pain in 
swallowing, and could only take milk and soup, and occasionally a frag- 
ment of meat. A Chinese physician was summoned from New York, 
who applied the moxa to both sides of the neck, the shoulders, and the 
elbows, but his condition continued to grow worse. Three days ago a 
watery discharge from the left ear began. He has had no trouble in 
emptying his bladder, though he has passed less urine than usually. He 
has had some cough with expectoration since he was first taken sick. 

When first examined by us he was found suffering from extreme 
dyspnea, and complaining greatly of a burning sensation about the 
chest ; but whether this was felt internally or on the surface of the skin 
could not be discovered. Hesat erect or leaning forward in bed, entirely 
unable to lie down, and able to sleep but little. The eyes were suffused, 
the temporal veins congested, the tissues of the face cyanosed and very 
cedematous, the tongue clean. The neck was symmetrically and very 
greatly swollen, pitting and tender on pressure. No enlarged glands 
could be detected in it. .The tissues of the chest were everywhere 
cedematous, giving the impression that the patient was a stout man. The 
surface of the thorax was covered with numerous small varicose veins. 


The arms, forearms, and hands were cedematous, and somewhat cyan- 
osed. The pulse was small, well filled, and the tension possibly slightly 
increased. 

The cedema ceased entirely below the thorax, without any sharp line 
of demarcation, and the hips and legs were those of a slightly built man. 
The feet were cold. 
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The astounding contrast between the size and appearance of the upper 
and lower part of the body would have been lode had not the 
extreme distress of the patient removed any feeling but that of p 

The supra-condyloid and inguinal glands were distinctly pinch 

The examination of the lungs was unsatisfactory on account of the 
extreme cedema of the subcutaneous tissues. The respiration was costo- 
abdominal and symmetrical. Anteriorly the right side seemed everywhere 
duller than the left, but there was no impairment behind. Vocal resonance 
wasnormal. Numerous fine mucous rales could be heard during inspira- 
tion over both bases posteriorly, though more on the right side, and with 
slightly prolonged and bronchial expiration. In front on the right side 
there were a few fine rales, heard chiefly on inspiration, and the respiratory 
murmur was feeble. Auscultation of the left lung showed nothing amiss. 
The determination of the cardiac dulness was also unsatisfactory on 
account of the cedema, but it appeared to extend from the third rib 
downward, and laterally from the right border of the sternum to the 
nipple-line. The apex-beat was in the normal position, and was rather 
forcible. A thrill could be felt over the apex and base. Auscultation 
at the aortic cartilage revealed a loud, musical murmur of a very pecu- 
liar character, reminding one of the sighing of the wind. Being loudest 
and highest-pitched with the cardiac systole, it died away very considerably 
during the diastole, and lowered its pitch by several tones, to rise again 
both in volume and pitch with the next systole. It was thus continuous, 
and had a distinctly venous quality, although unlike a venous hum in 
that it was distinctly rhythmic. The systo clic portion of this murmur 
was transmitted very distinctly under the right clavicle, and, indeed, 
everywhere over the right chest, both in front and behind, and also into 
the vessels of the neck and down the arm as far as the elbow. It could 
be heard faintly and distinctly at the pulmonary and xiphoid cartilages, 
but not at the apex. The abdominal organs appeared to be normal. 


Dr. C. M. Hay, at that time Resident Physician to the Hospital, made 
careful notes at short intervals during the time the patient was under 
observation, and abstracts from some of these show the course of the 
disease : 


Sept. 25. The patient’s condition is practically unchanged. Nitro- 
glycerin has been given several times without effect, but he now appears 
to feel better after purgation with elaterium. 

26th. Urine is acid, highly-colored, quantity small, albumin in 
moderate amount, specific gravity 1022. No casts, blood, ‘epithelium, or 

us. 

28th. In spite of the elaterium and pilocarpine the cedema and cyanosis 
are more extreme. The patient sleeps very little, and breathes with 
considerable difficulty, and has attacks of coughing. The pulse is weak 
and irregular; that at the right wrist appears stronger than, though 
synchronous with, that at the left. The «edema, however, interferes 
with an accurate examination. The murmur is the same as at first. 
Respiration on the right side is fainter than on the left, and the percus- 
sion on this side seems everywhere duller. 

30th. General condition the same. He complains of great burning 
in the throat and chest, especially on swallowing his whiskey. 

Oct. 1. Expectorated this morning about a tablespoon ul of blood- 
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stained mucus. Swallows considerable food, but with pain and diffi- 
culty. The chief complaint still is of the burning pain in the chest, 
aggravated by swallowing whiskey. There is a faint systolic murmur 
heard at the apex, and probably transmitted to this spot. The venous 
murmur at the aortic cartilage and under the clavicle is plainer, and 
the loudest portion of it almost synchronous with the first sound of the 
heart. 

3d. The cedema is greater. The left arm is more cyanosed and 
cedematous than the right, being + inch greater in circumference at 
the elbow. . 

5th. Dropsy and cyanosis of the upper half of the body still greater, 
the swelling being more marked on the left side of the face and neck, 
and in the left arm, than on the right side. The left forearm measures 
1 inch more than the right. No cedema of the lower part of the body. 
The patient still complains of intense burning pain after each dose 
of stimulant. He is subject to attacks of stupor of short duration, 
and at times is very irritable. 

6th. The cedema is still greater in the left arm, but the right arm is 
much less swollen than it was a week ago. The edema of the chest 
is slightly better. The right side of the chest anteriorly is still duller 
on percussion than the left. Posteriorly there is no material difference. 
No evidence of pleural effusion. Respiratory sounds normal on both 
sides. The venous murmur is of the same character as before, but is 
of a little lower pitch, and is loudest at the end of inspiration. The 
patient has for a week been taking iodide of potash, tincture of nux 
vomica, and tincture of digitalis; also codeia and pilocarpin p. r. n., and 
dry cups over the chest at intervals. 

9th. There is to-day some cedema of the scrotum. 

10th. Condition worse. Cyanosis very extreme. Swelling of the 
scrotum has disappeared. 

12th. Dyspnea more marked, and respiration labored and noisy, 
expiration being especially prolonged and stridulous. There is undoubt- 
edly an area of percussion-dulness on the right side, extending down- 
ward to the upper border of the third rib, and transversely toward the 
left as far as the left edge of the sternum. The respiration on the right . 
side is much louder and fuller than on the other, but in other respects 
there is nothing worthy of note. The heart-sounds cannot be distinctly 
heard on account of the noisy respiration, and the venous murmur is not 
heard either at the aortic cartilage or under the right clavicle. Ex- 
amination of the throat made by Dr. Reeves shows the half-arches of the 
palate covered with a muco-purulent secretion, and the larynx filled with 
the same. There seems to be a partial paralysis of the right abductor 
muscles, but the difficulty attending the examination renders the observa- 
tion uncertain. There are diffuse redness and extreme congestion of the 
whole of the interior of the larynx, with a diffuse oedema of the larynx 
and trachea. The patient being in great agony, dry cups were to-day 
applied with marked relief. The presence of occasional stupor and of 
irritability is still noticed, and in a few instances he has seemed to be 
wandering in his mind, though it was not possible to determine this with 
certainty. 

13th. The expectoration is distinctly more frothy and serous, and less 
purulent than during the preceding week, and contains to-day slight 
traces of blood. The patient breathes with much difficulty. 
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14th. The cedenta has increased greatly in the entire upper half of the 
body. Respiration is stridulous and very labored, but has been relieved 
slightly by dry cupping. Numerous large and small mucous rales are 
audible throughout the chest, especially on the right side. 
15th. At about noon, yesterday, blood oozed from the conjunctiva, and 
* the sputum was tinged with blood. At 5.30 p. m. he had an attack of 
choking, and expectorated with great difficulty about f3ij of bright, 
arterial blood. At 6 p. m. he became very drowsy, and gradually grew 
more stuporous and unconscious. The pulse began to fail, the cyanosis 
became almost black. Cheyne-Stokes respiration developed and con- 
tinued until death at 8.45 Pp. m. 
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The temperature throughout the disease tended to be subnormal, as 
shown in the accompanying chart. Only once did it reach an elevation 
of 98° Fah. 

Autopsy three hours after death: Man below medium height. No 
rigidity or ecchymoses. Cyanosis much less marked than during life. 
Upper half of the body cedematous. No cedema below the waist. Lower 
extremities emaciated and shrivelled. On incision through the skin 
there is profuse venous oozing. On opening the thorax the tissues of the 
anterior mediastinum appear matted together, and everywhere cedoma- 
tous. Pericardium contains about an ounce of bloody serum. Heart as 
a whole not hypertrophied. Valves normal. Right auricle large, and 
its walls look thicker than normal. The index-finger enters the superior 
cava from the auricle for slightly over an inch, but then is tightly com- 
pressed. The inferior cava admits two fingers to the first joint. The 
coronary arteries are pervious and not calcified. The aorta is a little 
dilated, and 14 inches from the aortic valves is an orifice the size of a 
half-dollar on the postero-lateral aspect of the convexity of the arch. 
This opening looks into an aneurismal sac projecting to the right and 
posteriorly, and of the size of an orange (see ions) The tissues around 
the sac are thickened. It is bounded on the right by the right lung, 
which it compresses, and to which it is adherent. Posteriorly it lies 
against the trachea and cesophagus and the right bronchus. The sac 
has everywhere thin walls, and is full of dark, moderately firm, non- 
laminated coagula. 

The subclavian and innominate veins are pervious. At the junction 
of the right internal jugular and right subclavian veins is a globular 
thrombus the size of a oe pea, lying behind one of the valves. The 
upper part of the superior cava is much thickened, and is compressed 
by the aneurismal sac, which lies directly upon it. At its termination in 
the venz innominate it does not admit the tip of the little finger passed 
into it from above, and this narrowing continues throughout the course 
of the vein to a distance a little over 1 inch above the auricle. A 
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probe passed through the vein from above enters sometimes into the 
auricle, sometimes directly into the aneurismal sac. The cesophagus 
is tightly compressed by the aneurism, and the trachea is flattened in 
a lateral direction from the right side. The aneurism laid open shows 
within it and passing through it the thickened and prea ts i a 
vena cava, and in the wall of the latter an irregular erosion ? inch in - 
length in a vertical direction, beginning about 2 inches above the aneu- 
rism, and involving one-half of the circumference of the vein. The edges 
of this opening are irregular but smooth, and unoccupied by coagula. 


A probe passed from the right auricle enters the aneurismal sac through 
the same opening. Just above the bifurcation of the trachea, at the 
point where this tube is flattened, there is an erosion of the cartilage, 
and possibly a small though not discoverable communication with the 
aneurism, since much blood is present in the trachea and bronchi. The 
recurrent laryngeal nerves are uninvolved. The lungs show extensive 
fibroid adhesions to the costal pleurz on both sides, especially at the 
bases. There is no pleural effusion. The bases of the lungs are collapsed. 
At the apex of the right lung there is a cavity the size of a marble. The 
kidneys are distinctly fibroid, and the capsule slightly adherent and thick- 
ened. The brain reveals nothing of importance. The azygos vein does not 
appear to be dilated. The opening of the vein into the vena cava lies 
above the commencement of the constriction, and cannot be discovered. 


An extended search through medical literature has brought to light 
only 28 cases of this lesion, including one (Case XVIII.) in which the 
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symptoms were quite typical, but in which recovery took place. With 
our own case the total number, therefore, equals 29. Brief abstracts of 
the salient features in the clinical histories of these cases are as follows: 


CasE I.—Reported by Beevor. Zancet, 1832-33, i. 800, and ii. 63. 

Previous history : Not given. 

Symptoms following the rupture: Enormous turgidity and varicose condition 
of the veins over the chest, which inosculated freely with the epigastric veins, 
etc. (Edema of the head and upper extremities [and chest?]. Auscultation 
revealed the presence of an aneurism. Man very rapidly sank, and latterly 
had terrified notions about his situation, thinking he was among thieves, men 
of blood, murderers, etc. 

Duration of symptoms following rupture: Not stated. 

Autopsy: An aneurism of aorta, capable of holding a pint of fluid; had 
produced interstitial absorption of sternum. Vena cava quite impervious for 
+ inch, beginning 1 inch above right auricle; and just above the obliteration 
was a rent in the coats, which led directly into the enlarged aorta beneath. 
The azygos greatly dilated ; entered cava just above the point of obstruction. 
At entrance of left subclavian [innominate?] was another and larger rent 
leading also into the aorta, and constituting a second communication between 
arterial and venous systems. Heart normal. 


This case is quoted by Peacock (Trans. Path. Soc. Lond., xix. 127) 
as identical with the following. They are, however, distinct, as the first, 
with autopsy, was reported March 5, 1833, while the second patient did 
not die until August 4, 1833. 


CasE II.—Reported by Thurman. Med.-Chir. Trans., 1840, xxiii. 323. See 
also Lancet, 1832-338, ii. 666. 

Previous history: Coachman, aged forty-one; intemperate; much exposed 
to wet and cold. For a long time cough, dyspnea, and palpitation. 

Symptoms following the rupture: For a few days pain in neck and shoulders, 
replaced by swelling and purple color of face, then, in a few days, of chest, 
especially on right side, and of right arm. Clusters of veins, almost varicose, 
over chest and back. Pulse 100, rather hard. Sense of weight and stiffness 
over shoulders. Dizziness, stupor, confusion of mind. Dulness on percussion, 
distinct impulse, and vibratory murmur under right clavicle and to right of 
upper part of sternum. Same murmur, not so loud, over right carotid and 
origin of aorta. Some crepitation over both sides chest behind, especially 
above. Cidema became extreme; spread to left arm, and slightly to ankles 
and scrotum some days before death. Cough worse; dyspneea finally ex- 
treme; expectoration difficult and tinged with blood. Toward end delirium 
almost constant. 

Duration of symptoms following rupture: About 2 months. 

Autopsy: Heart large; ventricles dilated; valves normal. A diffuse, true 
aneurism of ascending aorta, size of fist, commencing with pericardium and 
extending for 14 inches above the valves, seindionlly on right side. Vena 
cava behind aneurism; a round perforation } inch across and with smooth 
edges, $ inch above entrance of azygos vein, opened into sac. Lungs crepitant. 
Pleural adhesions both sides. 


CasE III.—Reported by Reid. Edinb. Med. and Surg. Journ., 1840, liii. 95. 
Specimen also studied by Thurman. Med.-Chir. Trans., 1840, xxiii. 

Previous history: Tinsmith, aged thirty-five; intemperate; long been sub- 
ject to palpitation. 

Symptoms following the rupture: After lifting heavy weight had uneasy sen- 
sation in chest as though something giving way. Soon edema and lividity 
of upper part of body, and confusion of mind. When examined after three 
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weeks showed great cedema and lividity of arms and chest, and especially 
of face and neck. Conjunctive injected. Much dyspnea; some cough and 
difficulty of deglutition. Uriue scanty. Heart’s impulse strong; apex de- 
pressed. Double bellows-murmur over cardiac and sternal ys especially 
upper part of latter; the systolic portion more prolonged, the diastolic shorter 
oa sharper. Extended dulness over heart and upper part of sternum. Later 
cedema increased, with slight swelling of scrotum. Orthopneea; delirium; 
died suddenly. 

Duration of symptoms following rupture: 4 weeks. 

Autopsy: Aorta at origin suddenly dilated, forming aneurism size of fist, 
limited to sinuses of Valsalva. Projected into anterior and left part of right 
auricle, and here it had termination of superior vena cava stretched over 
its outer surface. This portion of the auricle and the termination of cava 
communicated with sac by two oval openings with defined, rounded edges. 
Would barely receive tip of little finger. Cava pervious, but must have been 
compressed by the aneurism. Heart hypertrophied; left ventricle dilated ; 
valves healthy; pericardium universally adherent. About a quart of serum 
in each pleural cavity. Lungs compressed, small; contained considerable 
blood pall frothy serum. 


Though this is really an instance of perforation into the right auricle, 
the superior cava was involved as well, and the case may, therefore, with 
propriety be included here, particularly as che symptoms were purely 
those of rupture into the cava. 


CasE IV.—Reported by Young. Edinb. Med. and Surg. Journ., 1841, lv. 63. 

Previous history: Gentleman, aged fifty-six; temperate; well until attack 
of rheumatism. In a year another attack, and at same time loud, ringing 
cough lasting some weeks. 

Symptoms following the rupture: Some months later, without premonitory 
suddenly taken at night with deep color and great 


swelling of face, neck, and chest as far as second rib. Veins of forehead and 
temples very prominent. Headache. No dyspnea. Next day respiration 
rather difficult ; great restlessness; headache persisted. Pulse small and com- 
ressible. Over middle of sternum an impulse stronger than that over heart. 
No thrill or murmur anywhere. Chest had become cedematous, which hin- 
dered percussion being employed. Dyspnea became excessive, and great 
dysphagia developed; both apparently due to swelling in neck. Respiration 
bronchial in back, with rales. No further examination of heart, — on - 
account of excessive restlessness. Patient talked incoherently. Death. 

Duration of symptoms following rupture : About 2} days. 

Autopsy: Livid color almost entirely gone, and edema much less. Peri- 
cardium adherent to sternum. Heart not hypertrophied; valves normal 
except aortic, which was thickened, and orifice dilated. Aneurism of 
ascending portion and of arch, holding 1} pounds. Vena cava stretched 
over sac and adherent to it; a perforation in vein over } inch in length, 
with retracted, thin, and irregular edges, and situated at about the level of 
the entrance of azygos vein; opening into right wall of aneurismal sac. 


CasE V.—Reported by Law. Dublin Med, Journ., 1842, xxi. 433. 

Previous history: Man, aged forty-two; always well up to onset of the 
symptoms. 

Symptoms following the rupture: Took a morning walk, and, not feeling 
well, lay.down ; face suddenly became swollen and dark purple. When seen 
next day, face, upper part body, hands and arms deeply livid; face, neck, 
upper part chest very much swollen. Suffusion and serous infiltration of eyes. 

eins of neck hard and cord-like. Heart-sounds heard beyond ordinary 
limits, especially toward right subclavicular region; in other respects heart 
normal. Examination of lungs negative. Repeated examinations of heart 
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and lungs gave no other results. No pain; but distress, discomfort, oppres- 
sion. Very feeble pulse at wrists; strong in femorals. Subjective yen a8 
increased. Intellect became torpid, but no coma, and patient died suffering. 

Duration of symptoms following rupture: 6 days. 

Autopsy: Aneurism size of small orange from posterior and right side of 
ascending aorta. Beginning 1 inch above its entrance into heart, the walls 
of the vena cava were thickened for about 1 inch, and closely approximated 
by the pressure of aneurism. At this point was an unobstructed circular 
perforation about 2 lines in diameter opening into sac. Partial adhesion 
between opposite sides of vein. Aortic valves normal. 


CasE VI.—Reported by Cossy. Archives Gén. de Méd., 1845, ser. 4. 
t. ix. 33. 

Previous history: Woman, aged forty-five; began fourteen years before to 
have slight attacks of palpitation and oppression. These gradually increased 
in intensity and duration. Finally palpitations became painful, but did not 
interfere with her work. 

Symptoms following the rupture: Without further premonitory symptoms 
woke one morning with dizziness and some swelling, and violet color of face 
and right arm. Two hours later extreme dizziness, and consciousness lost 
for several minutes. By evening face and arms greatly swollen, the right 
more than the left. Swelling increased. Examination ten days later showed 
face, arms, and neck much swollen and intensely violet; right arm larger 
than left. Chest not affected. Giddiness; sense of painful tension in head ; 
continual noise in right temple and ear. Numerous veins outlined on face ; 
none seen on arms. A distinct shaking of chest with heart’s impulse, but 
without heaving or thrill, Heart seemed enlarged. A very loud, long, 
widely diffused, rasping, systolic murmur heard with maximum intensity 
under sternal end of right clavicle. Here complete dulness on percussion, 
but no pulsation or thrill. Posteriorly murmur loudest in right infra-spinous 
fossa. Above internal half right clavicle a pronounced systolic pulsation 
and thrill extending into vessels (veins) of neck of this side only. Radial 
pulse feeble, narrow, synchronous on two sides. Dry cough; slight dyspnea ; 
no rales. Dulness and feeble breathing behind on right side below. Later 
veins of forehead and the jugulars became a little more prominent. Sleepi- 
ness and then coma developed. 

Duration of symptoms following rupture: 11 days. 

Autopsy: Brain very pale. Hydropericardium. Hydrothorax both sides. 
Heart hypertrophied ; valves normal. An aneurism size of hen’s egg situated 
on convex portion of ascending aorta below origin of innominate. Vena 
cava on its posterior wall and adherent to it. A perforation 9 mm. high and 
5 mm. broad, situated 15 mm. below entrance of innominate vein, opened 
into aneurismal sac. Cava only 26 mm. wide here, but below, at entrance of 
azygos, was 55 mm. wide. Azygos not dilated. 


CasE VII.—Reported by Mayne. Dublin Quart. Journ. Med. Sci., Novem- 
ber 1, 18538, 257. 

Previous history: Woman, aged fifty; laborious work. Well until forty- 
fourth year. Then dyspnea, cough, and palpitation on going up stairs 
began. Had had since then several attacks of severe oppression, relieved 
by venesection. Symptoms grew worse, prevented regular work. Stoopin 
—e bad, as it produced dyspnoea and swelling of eyelids, face, an 

ands. 

Se following the rupture: While stooping suddenly felt as if 
strangled ; persistent, intense feeling of suffocation; giddiness; remarkable 
change in color of face; breathing greatly embarrassed ; absolute ortho- 
pnea. Examination next day showed deep plum color and great edema of 
face, neck, shoulders, and upper part thorax. Veins enormously distended 
and in many places varicose. Eyes seemed starting from head, and show 
extensive sub-conjunctival edema. Occasional short cough without expec- 
toration. Pulse jerking, like aortic regurgitation. Dulness on percussion 
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bounded by left edge of sternum and line from sternal third of right clavicle to 
within 1 inch of nipple. A very strong heaving systolic impulse in second 
and third right intercostal spaces; vastly greater than at apex. Over impulse 
a very distinct thrill, and a remarkably loud, single, systolic, widely-diffused 
superficial bruit; maximum at second right costal cartilage; so loud that 
heart’s action could not be accurately explored. Respiratory murmur in- 
audible over upper part right chest in front. No rales anywhere. Purring 
tremor felt in right subclavian and internal jugular veins. None in left. 
Temporary improvement followed venesection ; then obstinate vomiting, 
—_ drowsiness, delirium, convulsions, death. 
uration of symptoms following rupture: 8 days. 

Autopsy : Congestion and edema of parts supplied by superior cava. 
Right internal jugular nearly as large as small intestine. Serum in brain 
cavities. Lungs healthy ; their mucous membrane very vascular. Heart 
healthy. Aneurism of aorta in shape of enormous dilatation occupying 
entire arch and about 2 inches of descending portion. Right and left in- 
nominate veins and superior cava adherent to surface of sac. Left innomi- 
nate and cava considerably constricted where adherent; but below, from 
point of entrance of azygos, cava of normal size. Opening size and shape 
of shirt button-hole on right side of sac into vena cava; its edges sharp and 
irregular, as if recently made. 


Case VIII.—Reported by Goupil. Th2se de Paris, 1855, No. 50, vol. vi. 

Previous history: Cavalry officer, aged fifty-eight; always some shortness 
of breath, which had increased during last twelve years. Odema of lower 
extremities at times for several years. 

Symptoms following the rupture : After fit of anger lost consciousness. This 
followed by violent palpitation and excessive dyspnea, with rapidly-increas- 
ing edema, cyanosis, and dilatation of veins of upper part of body. At base 
and at right side sternum a soft, prolonged, systolic murmur, and a stronger 
and harsher diastolic murmur. Suffocative attacks, restlessness, headache, 
ye ats of fainting developed. Pulse rapid, small ; heart’s action violent ; 

eath. 

Duration of symptoms following rupture : 1 month. 

Autopsy : Left ventricle hypertrophied. No disease of valves. Aorta 
atheromatous; became dilated immediately above the valves. An aneurism, 
size of hen’s egg, began 5 cm. above the valves, and, projecting backward 
and to right, pressed on right auricle, superior cava, right bronchus, and 
pulmonary artery. Vena cava compressed; and just below entrance of 
— vein an oval perforation into aneurism, 35 mm. in circumference, 
with irregular, red, eroded edges. The portion of vena cava below the © 
entrance of azygos flattened and much smaller than above. Azygos vein 
dilated. Double hydrothorax. Lungs compressed. 


CasE IX.—Reported by Tripier. Th2se de Paris, 1863, p. 68. Quoted by 
Peacock. Trans. Path. Soc., London, 1868, xix. 140. 

Previous history: Travelling merchant, aged fifty-five; temperate; always 
well except occasional dizziness. 

Symptoms following the rupture: Taken suddenly at night with vertigo and 
dyspnea, followed by very marked swelling and lividity of head, neck, face, 
arms, and upper part trunk, with distention of veins. Nothing remarkable 
about respiration. Sounds of heart normal; but 3 cm. from right side 
sternum beneath clavicle was dulness, pulsation; soft, feeble systolic murmur. 
Pulse small and frequent. Great agitation, followed by delirium and lapsing 
a nine with increased evidences of obstruction of venous circulation, 

eath. 

Duration of symptoms following rupture: 15 days. 

Autopsy: Aneurism, large as fist, egg-shaped, projected to right and ~ 
teriorly from aorta above the valves. Adherent to pulmonary artery and to 
vena cava. Vena cava, though flattened and contracted where in contact 
with aneurism, was permeable throughout, and again expanded below. A 
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perforation into aneurism of button-hole shape, 2 cm. long, situated 2} cm. 
from commencement of vein. Its edges slightly broken, and very fine and 
close together. Fluid in pericardium. oe hypertrophy of heart. No 
disease of valves. Great congestion of membranes and substance of brain. 


Case X.—Reported by Eastes. Med. Times and Gaz., 1864, i. 393. See 
also report by Gull. Lancet, 1864, i. 409. 

Previous history: Arsenal laborer, aged thirty-four; cough and dyspnea 
more or less since Crimean war, and carrying load always caused cough and 
soreness across chest. 

Symptoms following the rupture: About five weeks before seen, face, neck, 
and right arm began to swell and grow purple; left arm slightly so. Dys- 
pnoea much worse, especially on exertion. Examination showed great 
cyanosis and cedema of upper half of body; veins of thorax engorged ; 
cough severe, with frothy sputum. Decided wae no dysphagia. 
Pulse small, regular, weaker on right side. Diastolic thrill over right side 
chest. A soft, whizzing, and very distinct murmur of venous character over 
aorta; diastolic at commencement of arch, but both diastolic and systolic, 
but chiefly the former, passing upward and over middle of arch. Maximum 
intensity at third right costal cartilage. The murmur had a continuous churn- 
ing sound, like that in enlarged vessels in thyroid gland. No sound in right 
side neck. Percussion normal. Coarse crepitation at bases, both lungs pos- 
teriorly ; bronchial breathing at right side in front. Dyspnea, cough, and 
cedema increased. Erysipelatous inflammation set in. Death. 

Duration of symptoms following rupture: About 7 weeks. 

Autopsy : Aneurism, size of fist, on right and posterior wall ot ascending 
aorta; its mouth extending from 1 inch above valves to innominate. 
Superior cava lay in front of sac. At its back part, just above auricle, was a 
perforation into sac, size of lead-pencil and with smooth edges everted 
toward the vein and evidently not recent. Aorta atheromatous. Heart of 
natural size. Lungs crepitant; much mucus in the tubes. Fresh pleuritic 
adhesions between right lung and pericardium. Recent pericarditis with 
effusion. 


CasE XI.—Reported by Gallard. L’ Union Méd., 1865, xxvii. 564. 

Previous history : Basket-maker, aged sixty ; —— well except for attacks 
of oppression with cough at times, terminated by abundant expectoration. 

Symptoms following the rupture: Suddenly in middle of night extreme diffi- 
culty in breathing and a violet coloration of face. When seen next da 
very marked cyanosis of face, neck, arms, and upper part of trunk, wit 
some coldness and edema. Cyanosis became intense. Injection and some 
chemosis of eyes. Subcutaneous veins swollen without pulsation. C&dema 
of entire upper half of body developed, alike on both sides. Dulness 
extendng tasler sternum to under right clavicle, and a vibratory tihrill over 
dulness. A widely-diffused systolic and diastolic murmur; its maximum 
intensity under right clavicle at the position of the dulness, where it was 
strong and rasping. Weak at apex; heard under clavicles and in carotids ; 
heard down back. Its maximum intensity in back was at right of fourth 
dorsal vertebra. Pulse same force in two radials. Voice a little rough ; 
respiration frequent, labored, a little noisy. No dysphagia. Next day un- 
conscious ; stertorous; very great edema; general coldness ; insensibility of 
skin and mucous membranes; feeble, rapid pulse; death. 

Duration of symptoms following rupture: About 2 days. 

Autopsy: Ascending and transverse portion of arch very much dilated. 
The ascending portion had sacculated aneurism. Vena cava compressed 
and adherent between aneurism and arch of aorta; so narrow that a uterine 
sound could hardly pass. Perforation into sac, size of a silver 20-centime 
piece, situated just below entrance of azygos vein. A clot contained in 
aneurism obstructed it and projected through it. Trunk of azygos slightly 
flattened, compressed by cileminame gland. Innominate and azygos veins 
voluminous and engorged. Aorta atheromatous, Nothing to note in heart. 
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— XII.—Reported by Hayden. Dublin Quart. Journ. Med, Sci., 1866, 
xli. 434. 

Previous history: Mason, aged thirty-three; intemperate; always well; 
strained himself in lifting heavy stone, and felt acute pain in dorsai region 
and could not work for some days. Two weeks later felt sudden faintness 
and a weakness in limbs; passed off in few minutes. About this time seen 
at hospital, and slight hoarseness and cough noticed. 

Symptoms following the rupture: In three weeks more seen again, and pre- 
sented the symptoms of the lesion. Deep cyanosis and cdema of entire 
upper part of body down to diaphragm. Conjunctive injected with dark 
venous blood. Especially face and neck deep purple. No thrill in veins of 
neck. Chest covered with tortuous veins in groups. Temperature of upper 
half body low, and man complained of chilliness in that part. Pulse small, 
regular, rapid. Cough and expectoration. Respiration 24. No dysphagia. 
Percussion less resonant to right of sternum from clavicle to nipple, and respira- 
tion feeble here and down to infra-spinous fossa behind. Elsewhere loud, 
with muco-crepitant rales. Precordial dulness increased ; impulse strong; 
no thrill; apex behind ensiform cartilage. Over base double murmur; the 
systolic coarse, loud, maximum intensity at junction of third right costal 
cartilage, with sternum, heard in carotids, diffused over chest, especially on 
right side, also heard in right infra-spinous fossa. The diastolic murmur con- 
fined to region of base, heard over lower portion of sternum ; replaces.second 
sound. A feeble impulse and thrill felt at seat of maximum intensity of 
systolic murmur to right of sternum. Engorgement grew worse; some diffi- 
culty in swallowing; slight delirium, then drowsiness. Death quiet. 

Duration of symptoms following rupture : Over 10 days; not over 3 weeks; 
exact time uncertain. 

Autopsy : Lungs hyperemic, edematous. Pericardium entirely adherent 
to heart. Heart and valves showed nothing of importance. Aneurism as 
large as apple of moderate size, with opening into it from aorta about 3 
inch above valves. Compressed right branch of pulmonary artery, right 
bronchus, and vena cava. Vena cava pressed forward and outward by it; 
occluded from entrance into auricle up to $ inch below entrance of azygos 
vein. The opposite sides of intima of cava at its opening into auricle were 
partially adherent, probably congenitally, leaving one passage on each side; 
the one admitting a probe, the other the little finger. Three perforations 
existed from the sac into the cava; one the size of a three-penny piece, the 
others much smaller. Their edges were thin, jagged, and Nestea by red 
areole on the lining membrane of the vein. 


Case XIII.—Reported by Jacoby. Berlin. klin. Wochenschr., March 28, 
1870, 158. 

Previous history: Railway employee, draughtsman, always been well 
except hemidrosis of upper half body ; did not know whether of lower half 
of body as well. First symptom a hindrance of motion in neck and some 
swelling there. Next day same. 

Symptoms following the rupture: On this second day, as he leaned over his 
drawing, had sudden sense of being unwell; blueness and swelling of face 
and neck developing in course of two days. On third day intense blueness 
with cedema, and coldness of upper half body; sharp, zigzag color-line of 
demarcation at lower part of thorax ; sclere dark bluish-red ; jugular veins 

rominent, very full. Sweat over whole upper part body. Ra ial pulses 
isochronous, small, compressible; left pulse much weaker than right. No 
dyspneea at first, but sense of oppression. No pain. Percussion and aus- 
cultation of lungs normal. Heart’s impulse feeble. No pulsation or thrill 
in upper part chest. Loud buzzing murmur of greatest intensity at position 
for listening to aortic valves; loudest with systole, but continuous; and 
lasting, though not so loud, through diastole; widely diffused over chest. 
Not heard behind to left of vertebral column over the aorta. Not heard in 
femorals ; faint in carotids. Besides murmur, two normal sounds could be 


PEPPER, GRIFFITH, ANEURISMS OF AORTA. 341 


heard at apex. (Edema increased; very little urine voided ; dyspnaa de- 
veloped, then orthopnea. Some roughness of voice. Very somnolent. 
Death with symptoms of slow carbonic dioxide poisoning. 

Duration of symptoms following rupture: 7 days. 

Autopsy : Cyanosis largely disa noo cutaneous ecchymoses both sides 
thorax; edema persistent. Doub e hydrothorax. Nothing characteristic 
in lungs. Heart small; valves normal. Large saccular aneurism of ascend- 
ing aorta, 9 cm. broad in widest part. Lining of sac atheromatous, uneven, 
and with numerous small aneurismal dilatations in the wall, of size of pea 
to that of walnut. Aneurism evidently an old one. Vena cava, at about 
its entrance into auricle, narrowed to size of crow’s quill, and closely adhe- 
rent to one of the little aneurisms of the size of cherry; and a slit-like 
perforation 4 lines long with smooth edges opened into this. A colorless old 
clot projected through it from the sac, and thus still more narrowed lumen 
of cava. Shortly above this very narrow part cava resumed normal size. 
Bronchi, esophagus, and trachea not compressed. 


Case XIV.—Reported by Farrington. Phila. Med. Times, January 3, 
1874, 216. 

Previous history: Woman, domestic, aged sixty-one ; moderate indulgence 
in alcohol; no venereal history ; rheumatism seventeen years before, other- 
wise always well. About a year previously small tumor appeared right side 
of chest near sternum. No cause known unless it was repeated straining 
in lifting clothes-baskets. In about two months sharp pain down arm to 
elbow; sometimes in chest in region of tumor. These pains persisted. Voice 
hoarse for eighteen months No cough; no dyspnea. 

Symptoms following the rupture: After great excitement there developed 
intense cyanosis aa great dyspnea. Extremities cold; pulse small, rapid, 
short, sharp; no difference between the two sides. Pulsating tumor with 
dulness and thrill, extending 3 inches to right of sternum from second to 
fourth rib. Also double murmur, with greatest intensity over this region, 
transmitted into vessels of neck; diastolic portion loudest. Systolic murmur 


at apex also. Lungs normal. Symptoms persisted with great restlessness and 
an attack of vomiting. 

Duration of symptoms following rupture: About 15 hours. 

Autopsy: Aneurism, size of apple, from of ascending and trans- 


verse portions of arch, projecting forward and to the right. Vena cava 
compressed by aneurism, and in the wall of the vein, at junction of innomi- 
nate veins, was a transverse slit, } inch in length, communicating with aneu- 
rism. Aorta showed chronic endarteritis. An aneurismal sac in descending 
aorta, pressing on upper lobe left lung. Heart not hypertrophied. Aortic 
valves thickened and slightly insufficient. 


CasE XV.—Reported by Bonnarel. These de Paris, 1875. 

Previous history: Coachman, aged fifty-six; intemperate; always well 
until eighteen months previously, when an attack of dyspnea necessitated 
rest from work for a time. Since this occasion respiration been somewhat 
oppressed. 

Symptoms following the rupture: Without known cause dyspnea greatly 
increased and cyanosis appeared. When seen after eight days exhibited 
orthopnea; face, neck, upper extremities, and upper part trunk cyanosed 
more on right than left side; small vessels distended, especially on nose and 
cheeks. Face and upper extremities [and thorax?] edematous. No edema 
of lower part trunk or lower limbs. No pain. Voice harsh. No venous 
pulsation in swollen jugular veins. Left radiql pulse weaker than right. 
Apex-beat lower than normal; no thrill. A strong, not harsh, systolic, 
blowing sound heard with maximum intensity at inner part first right inter- 
costal space. Heard also over base ; also posteriorly along spine. Respira- 
tion scarcely audible on right side. On left side sibilant rales. Dyspnea 
and cyanosis increased; death. 

Duration of symptoms following rupture : 16 days. 
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Autopsy: Entire arch aorta, particularly ascending and transverse parts, 
enormously dilated ; 35 cm. its greatest diameter. Displaced vena cava and 
right phrenic nerve and the lungs somewhat, especially the left. Flattened 
right bronchus slightly. The dilated aorta presented several secondary 
aneurismal dilatations, one of them size of egg. Vena cava remarkably 
elongated ; its walls intimately adherent to those of aorta. A slit-like per- 
foration, 1 cm. long, opened into aorta about 13 cm. above the aortic valves. 
About 5 mm. above this was another perforation, round, 6 mm. in diameter, 
with ragged edges. Heart hypertrophied; valves normal. Some fluid in 
pleural cavities. 


CasE XVI.—Reported by Schnaubert. Ejened. klin. Gaz., St. Petersburg, 
1881, i. 81, 105. 

Previous history: Butler; aged forty-two; moderate drinker; never syph- 
ilis; fifteen years ago kicked in chest by horse, but soon recovered; three 
years ago asthma and — which soon disappeared. 

Symptoms following the rupture: After great exertion at nocturnal conflagra- 
tion had chill; then sense of heat in head, dysphagia, swelling of face and 
neck, Examination two days later showed head, neck, arms, and chest down 
to third rib bluish-red and considerably swollen. Veins distended, but not 

ulsating. Mucous membrane of mouth and throat purple and conjunctive 
injected. Some difficulty in swallowing. Vomited several times. Dulness 
on percussion, extending from middle of sternum to 3 cm. to right of its 
right edge and down to fourth rib. No pulsation in any part of chest. Loud, 
rasping, double murmur over area of dulness and over sternum ; less distinct 
posteriorly over centre of left scapula. Radial pulses equal. Respiration 
rather stertorous; 24 in the minute. Some somnolence. oises in the ears. 
Temperature in the axilla 36° C. Later, cyanosis and cedema reached to 
lower ribs. Murmur was sometimes absent, sometimes only systolic or dias- 
tolic, sometimes double. Dulness extended somewhat. Hydrothorax devel- 
oped. (Edema reached to hips and penis. A slight pulsation at times felt 
in region of subclavicular dulness. Dyspnea; hallucinations; increasing 
cyanosis ; delirium; death. 

Duration of symptoms rupture : 5 weeks. 

Autopsy: Aneurism, size of hen’s egg, starting about 5 cm. above aortic 
valves and extending toward right. Compressed right branch of pulmonary 
artery and the vena cava. Was adherent to right lung. Vena cava greatly 
distended ; but about 5 cm. above the heart much narrower, compressed by 
aneurism, and filled with thrombus. In centre of compressed portion was a 
circular perforation, } cm. in diameter, opening into sac. Compact, adherent 
thrombus in right jugular. Right auricle and ventricle distended. Lungs 
cedematous, Bloo y mucus in bronchial tubes. Hemorrhagic erosions in 
stomach, 


CasE XVII.—Reported by Halla. Zeitschr. f. Heilkunde, 1882, iii. 122. 
Previous history : Ernith ; aged sixty; always healthy; severe work. 
Symptoms following the rupture: Suddenly, while lifting iron, developed 

cyanosis and cedema of upper half of body. Left arm swollen before the right. 

Jugular veins dilated; dense network of dilated veins on thorax; some 

dyspnoea ; drowsiness ; more or less dysphagia. When seen after sixteen days 

exhibited extreme cyanosis and edema of upper half of body, with irregu- 
lar line of demarcation in region of navel. Dense network of veins on chest. 

Eyes prominent. Some slight edema of genitals and upper part thighs, and 

some dyspnoea and dysphagia. No tumor visible on chest. A diffuse, weak, 

systolic trembling without thrill felt from under right clavicle to right nipple; 
stronger than apex-beat. Very marked thrill on left side of neck, especially 
above left clavicle; weaker thrill on right side neck. A percussion-dulness 
extending about 3 fingers’ breadth from middle line toward sternal end right 
clavicle, and joining the cardiac dulness extending nearly to right nipple- 
line. A very loud, sharp, blowing, systolic murmur heard with greatest 
intensity over aortic cartilage, widely diffused, prolonged into diastole. Two 
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normal sounds at apex. Aortic and pulmonary second-sounds present. A 
very loud systolic murmur heard above and below left clavicle; weaker mur- 
mur in carotids and under right clavicle, and in last position was loudest 
during expiration. Lett pulse slightly smaller than right; both show influ- 
ence of respiration. Respiration anteriorly vesicular, weak on left side; 
posteriorly rough and broncho-vesicular except right upper part, where was 
vesicular. Tongue swollen; voice hoarse; paralysis of right posterior crico- 
arytenoid, with cdema of larynx. Later, double hydrothorax; catarrhal 
and oedematous swelling of bronchial mucous membrane; increasing cedema, 
dilatation of veins, dyspnea, dysphagia, and cyanosis; expectoration tinged 
with blood; chemosis of conjunctiva of right eye; increasing laryngeal 
cedema and stridor; oozing of serum from skin. Temperature had been sub- 
normal; urine scanty, no albumin. Death after short sopor. 

Duration of symptoms following rupture : 30 days. 

Autopsy: Aneurism of aorta, larger than fist, beginning 3 cm. above valves 
and reaching to innominate artery, projecting to right ; interior atheromatous. 
Contained several smal! dilatations. Vena cava behind and to right of 
aneurism; its whole length, except lower 2 cm., as well as about 3 cm. of 
left innominate vein adherent to sac. Cava compressed, the greatest nar- 
rowing being just below entrance of azygos vein. 1 cm. above azygos was 
a slit-like perforation, 7 mm. long, with smooth, rounded edges, opening into 
aorta. At this point cava began to widen again. 


CasB X VIII.—Reported by Damaschino and Lavin. La France Médicale, 
1882, i. 805, 819. 

Previous history : House-painter; aged fifty; always healthy. Twenty-two 
years before had strained himself lifting; felt sense of oppression in chest 
tor some hours, but always well since. 

Symptoms following the rupture: Suddenly, after stooping and lifting weight 
of 15U pounds, his triends noticed that his face was blue. No pain, oppres- 
sion, or palpitation. Cyanosis spread to whole of head in a few hours. 
By next morning, face, neck, and right arm swollen. By afternoon, left arm 
also, and he felt constriction in throat, and general feebleness. By evening, 
all upper part body exhibited venules. In five days a little roughness of 
voice, and veins of face, arms, trunk, including subcutaneous abdominal 
veins, commenced to develop. When seen six days after onset there was 
cyanosis of skin and mucous membrane, cedema of upper portion of body, 
distention of veins, and development of network of venules. Both arms very 
cedematous, especially right. Upper part thorax slightly prominent, espe- 
cially right side. Apex-veat feeble in sixth interspace close to sternum. 
Cardiac dulness seemed enlarged, but edema prevented accurate determina- 
tion. On right side a dulness from middle of clavicle to fourth interspace, 
extending about 3 fingers’ breadth to right beyond sternum. A thrill at 
upper part right side, reaching above clavicle. A centre of pulsation in third 
interspace at right edge of sternum and a second centre at apex, not so well 
marked. In second interspace to right of sternum a rough, systolic murmur 
and a blowing, diastolic murmur, the two being almost, but not quite, con- 
tinuous, 34 cm. below middie of right clavicle was a very intense and 
actually continuous murmur, with systolic reinforcement. 1t was remark- 
able, especially during the reinforcement, for the peculiar sonorous and 
vibratory character. it was transmitted with the same characters to the 
base of the neck and even to the lower part of the thorax posteriorly on the 
right side. It disappeared at the right border of the vertebral column, and 
here could be heard in contrast the double aortic murmur first described, 
with the same characters as heard at the centre for this murmur at the base. 
Pulse regular, A double murmur heard in femorals. Axillary temperature 
normal, though the patient complained of feeling cold. Lungs normal. 
Cough and some bloody expectoration. No palpitation or pain. Some ver- 
tigo and oppression on walking. Patient improved, and after being under 
observation nearly one month the cedema disappeared entirely from the face, 
arms, and neck, and alinost from the trunk, and there was but very faint 

VoL. 10', No, 4.—ocToBer, 1890. 23 


| 
H 
} 
| 
| 


344 PEPPER, GRIFFITH, ANEURISMS OF AORTA. 


cyanosis when at rest, though it returned on quick motion. All the veins of 

trunk, upper extremities, and roots of thighs very greatly developed. 
Duration of symptoms following rupture: Patient left hospital practically 

well, in the condition described, with collateral circulation well established. 


CasE XIX.—Reported by Glasgow. St. Louis Cour. of Med., 1884, xi. 407, 
and 1885, xiii. 1. 

Previous history: Physician; aged fifty-seven; previous good health, ex- 
cept for several accidents. For some months, dyspnoea on unusual exertion. 

Symptoms following the rupture: On lifting a man he felt sudden rush of 
blood to upper part of body. Face and hands swollen and purplish. No 
dyspnea or pain. Soon entire upper part body swollen, cedematous, and 
cyanosed. General enlargement of aneee cial veins, with spots of ecchymoses. 

yes half closed; pulse soft, full, jerking like that of aortic regurgitations. 
Dulness over sternum for 3 inches in breadth, and from second to fourth 
ribs. Strong heaving impulse here, with exquisite thrill, especially at right 
edge of sternum, Double murmur heard at aortic cartilage and transmitted 
over sternum and precordium; diastolic portion ended musically. Over 
rest of chest only single systolic murmur could be heard; this audible in 
larger arteries, even in brachial. Appreciable pulsation in liver, and disten- 
tion of large superficial veins of abdomen. A second examination, after 
somewhat over a month, showed remarkable improvement in everything 
except an increased percussion-dulness and occasional great swelling of legs. 
Soon after this great dyspnoea on exercise began to develop, hydrothorax 
and general cedema appeared, dulness of aneurism increased greatly, but 
impulse could only be felt in third interspace to left of sternum. Systolic 
bruit faint; respiration feeble. Finally, there was increasing oedema, greatest 
on left side face, neck, and chest; marked cyanosis and dyspnea. Death. 

Duration of symptoms following rupture: 7 months. 

Autopsy: Lungs engorged; large amount of fluid in pleural cavities. 
Heart enlarged; right auricle enormously dilated; left ventricle hyper- 
trophied ; valves healthy. Globular aneurism, 4} inches in diameter, occupy- 


ing first portion of arch, extending to innominate artery. Compressed left 
innominate vein and pulmonary artery. Walls of aneurism atheromatous. 
A perforation, size of goose-quill, into vena cava situated at upper right side 
of sac; closed by a thick plate of laminated fibrin. Superior cava greatly 
dilated; the opening into aneurism immediately below entrance of innomi- 
nate veins. Azygos vein greatly enlarged. Inferior cava greatly distended. 


CasE X X.—Reported by Wetterdal and Wallgren. Upsala Likarenfirenings 
Foérhandlingar, 1884-5, xx. 325, 

Previous history : Man; aged thirty-four; always done hardest work with- 
out difficulty. Probably had had syphilis, but not certain. Used alcohol to 
excess. 

Symptoms Pega | the rupture: Suddenly, while putting forth violent 
exertion, had a chill; felt a sense as of something sticking in throat; gen- 
eral sense of soreness in thorax; headache. In half-hour blueness in face 
and hands, and dizziness. On reception into clinic that afternoon patient 
complained of dyspnoea and severe headache and dizziness on sitting up. 
Face, arms, and upper part trunk very cyanotic, with a well-defined line of 
demarcation at lower part thorax. The larger veins much swollen. Great 
cedema of the cyanotic portions, with distention of the veins. Cardiac dul- 
ness not enlarged. No abnormal dulness in chest, and no heart-murmurs or 
abnormal pulsation. No pulsation in jugular veins. Above right sterno- 
clavicular articulation and toward right external jugular vein was a booming 
sound with cardiac systole. Radial pulses isochronous. Dyspnoa, head- 
ache, and cedema rapidly increased. Ten hours after admission gave sudden 
cry and died. ? 

Duration of symptoms following rupture: Less than 24 hours. 

Autopsy » Sacculated, fist-sized aneurism of ascending aorta, closely adhe- 
rent to superior cava. In vena cava 4 cm. above heart was a perforation 
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into aneurism 7-8 mm. in diameter; its edges sharp, a little swollen, and 
inverted toward vein. Lungs cedematous. 


CasE XXI.—Reported by Turner. Transactions Path. Soc. London, 1885, 
xxxvi. 148. 

Previous history: Man, aged forty. History of venereal disease; always 
hard work ; no sudden strain or assignable cause. 

Symptoms following the rupture: Disease began with dyspnea. When seen 
after seven weeks there was dyspnea; much swelling of upper parts; face 
dusky; superficial veins enlarged, especially over chest. Lowi to and-fro 
bruit over aortic valve and apex; obscure pulsation over upper part sternum ; 
evidence of pressure on right bronchus; some huskiness of voice and contrac- 
tion of right pupil. Death from increasing pulmonary obstruction. 

Duration of symptoms following rupture : 23 weeks. 

Autopsy: The ascending aorta much elongated, with a large sacculated 
aneurism projecting toward the right, Probably was a dissecting-aneurism 
originating in a transverse rupture of the vessel. Mouth of aneurism on con- 
vexity of vessel extending from } of an inch above free border of aortic 
curtains upward 2-3 inches. Sac had compressed, closed, and finally passed 
through the vena cava, completely separating its proximal and distal portions 
and projecting between them. Distal portion looked like a short arterial 
trunk given off from aneurism near its upper border. There was free passage 
of bloud from sac into vein. Aorta quite atheromatous. Aortic valves cal- 
careous; orifice stenosed. Mitral valves thickened. End of trachea and right 
bronchus compressed by aneurism. (Right? lung congested, cedematous, 
and adherent to chest-wall. Much effusion in left pléural cavity. [Proximal 
portion of vena cava probably pervious, as it is not stated to the contrary.) 


CasE XXII.—Reported by Shannon. Report of Surgeon-General of Army 
(U.S.), 1886, p. 101. 

Previous history: Sergeant. No history of previous trouble, except that for 
few days had had slight dizziness on stooping. 

Symptoms following the rupture: At once, atter great excitement, felt a terri- 
ble rushing of bloud to head. Vision grew dim, strength fuiled, had to be 
assisted to room. Could talk. Face very blue and swollen; ears especially 
cyanosed ; eyes protuberant, with bloody tears; varicose, greatly distended 
and pulsating jugulars. Respiration only a little accelerated and noisy; 
constant effort tu clear nostrils; voice like one with bad cold in head. Neck 
swollen, finally extremely engorged. No blueuess or swelling of arms. Vom- 
iting at times. Heart regular, normal. A murmur at second right costal 
cartilage with second sound; heard at first examination, but repeated aus- 
cultation afterward failed to find it again. Respiration somewhat bronchial 
and noisy. Pulse full, soft. No unconsciousness or paralysis at any tiie. 
Not even stupid until near end. Thirst constant. About two hours after 
first commencement had severe pain between scapule lasting until death, 
Patient lay down; later effurt to rise produced some dyspnea, All symp- 
toms next increased in intensity. Finally, terrible attack laryngeal dyspnoea 
ended in death. 

Duration of symptoms following rupture: 6 hours. 

Autopsy : Cyanosis of face disappeared shortly after death. Lungs con- 
gested. Old adhesions of limited extent of pericardium to aorta. No pleural 
adhesions. A true aneurism of aorta extended from just above coronary 
arteries to innominate artery, where it became fusiform, and continued in 
transverse aorta to and including the opening of left subclavian artery. 
Aneurism 8 inches long on total convexity, 3 inches deep, 3} inches wide, 
involved chiefly right upper posterior part of vessel. In posterior wall a 
small lacerated opening apparently recently torn, leading into distal portion 
of vena cava close to innominate veins. Proximal portion of vein obliterated 
in sac-wall, except $ inch nearest to heart, which was patulous but narrowed. 
Left superior intercostal size of either innominate vein. No cedema of glottis 
found. Heart normal, 
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CasE XXIII.—Reported by Christianu. Spitalu/. Bucuresci., 1887, vii. 74. 

Previous history: Saloon-keeper, aged sixty-one; intemperate; never syph- 
ilitic; previously always well. For some time cough, which became worse 
two weeks before seen; occurred in paroxysms which threatened suffocation ; 
of late accompanied by severe pain in chest and swelling of neck. Exami- 
nation showed some cyanosis and swelling of face, neck, thorax, and upper 
extremities. Swelling elastic rather than like edema. Livid patches con- 
taining distended veinules. No murmurs; pulse strong, not accelerated. 
Respiration not accelerated; no dyspnea. Dulness under right clavicle to 
third interspace and from middle line of sternum to 4-5 cm. to right of right 
sternal border. Some subcrepitant rales in lower part lungs. Alter three 
weeks somewhat improved and left hospital. 

Symptoms following the rupture: Returned in two days with symptoms much 
aggravated and with orthopnea. In one week more systolic murmur present, 
best heard in the region of the aorta, and in three days more both systolic and 
diastolic murmur, best heard in right supra-spinous fossa. Tremor of chest- 
wall, with thrill in third and fourth interspaces in front. Cyanosis, cedema, 
and dyspneea increased and became extreme. Eyes projected and were 
bloody. Systolic murmur became so loud that could be heard on simply 
approaching ear to chest. Finally, restlessness, delirium, cyanosis of whole 
body, stertorous respiration, great cedema of nostrils, death by suffocation. 

Duration of symptoms following rupture : 16 to 18 days. 

Autopsy: Heart hypertrophied. Aorta and large vessels atheromatous. 
Aneurismal dilatation size of goose-egg from origin aorta up to transverse 
portion of arch. Vena cava adherent to sac, compressed, and a small perfora- 
tion 1 cm. in diameter, with irregular edges, connected the vein and the 
aneurism, Azygos vein much dilated. Lungs, liver, spleen, and kidneys 
congested. 


The exact time of the rupture in this case is not clear. If it occurred 
two weeks befvre the patient was first seen, the duration of the acute 
symptoms would be about seven and a half weeks. The fact that im- 
_ provement occurred, and especially the possession of irregular edges by 
the perforation, as though it had been recently formed, indicate that the 
rupture most probably took place at the time the great aggravation of 
symptoms with the development of orthopnea occurred. 


Case XXIV.—Reported by Gulliver. Transac. Path. Soc. London, xxxviii. 
1887, 120. 
Previous history [This was simply a card sarge 


Symptoms following the rupture. logical specimen, unattended by 

Duration of symptoms following rupture. ) clinical notes. ] 

Autopsy: Arch of aorta much dilated and diseased. At top of ascending 
portion was a circumscribed aneurismal dilatation which communicated with 
superior vena cava by a circular perforation size of goose-quill. Left internal 
jugular entirely closed by a clot, and the innominate at its termination had 
its lumen entirely obliterated by the pressure of the aneurism ; and its open- 
ing into the vena cava was quite invisible. Cava elongated, being stretched 
by the aneurism. 


CasE XX V.—Reported by Arkle and Bradford. Brit. Med. Journ., 1888, 
ii. 1887; Yransac. Clin. Soc. London, 1889, xxii. 69. 

Previous history : Shoemaker, aged sixty-one; never rheumatism or syph- 
ilis; winter-cough for last six years; always well in other respects. Twenty 
months ‘pubes began to have pain in right mammary region of a dull, 
aching character; also dyspnoea, worse on the least excitement. 

Symptoms following the rupture: About nine days before entering hospital 
seized with pain and swelling in neck. In a few days considerable swelling 
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of right arm. On admission was an almost black cyanosis of face, most 
marked on right side. Head and neck cdematous on right side, but little 
on left. Right arm greatly swollen and pitted. Chest slightly edematous, 
especially on right side. Left side chest and left arm but little swollen. No 

ema of lower portion of body. Some dilated veins along borders of ster- 
num, and a ring of them horizontally around base of thorax. Respiration 
labored, accelerated. Paroxysms of coughing in which cyanosis was much 
increased. Some impairment of resonance in right infra-clavicular region in 
second and third interspaces, reaching the edge of the sternum. Visible 
pulsation in these interspaces. Numerous bubbling rales over chest. A 
thrill over the dull area, and a loud murmur. This murmur peculiarly harsh, 
continuous; loudest in systole; gradually diminishing in diastole; audible 
all over right infra-clavicular region, but maximum intensity in second right 
interspace some 2 inches from sternum. Apex in sixth interspace outside 
nipple-line ; systolic murmur here not conducted into axilla. Aortic second- 
sound inaudible at base and apex. Cyanosis increased. Died suddenly. 

Duration of symptoms following rupture: About 10 days. 
eae pd : A sacculated aneurism involved whole of ascending and greater 
part of transverse portion of arch; projected upward and to right; was flat- 
tened from before backward. Sac denteonl right lung and reached surface 
of chest in second and third right interspaces. Superior vena cava lay 
behind aneurism and was compressed by it. About 1} inches from com- 
mencement of vein, just above spot where it passed through pericardium, 
was a perforation into aneurism ; diamond-shaped; } inch in diameter, with 
distinctly rounded edges. No appearance of any recent tear or rupture of 
any kind. . Aortic valves insufficient; other valves normal. 1} pints fluid in 
right pleural cavity, rather less in left. 


CasE XXVI.—Reported by Kraus. Prag. med. Wochenschr., 1888, 119, 
130 


Previous history : ‘Revenue officer, aged fifty-two; sixteen months previously 
began to suffer from cardiac asthma, with dyspnoea and pain in region of 
heart and in left arm. In following month noticed that neck and region of 
chin were swollen, and felt as though mucous membrane of throat was 
swollen. Respiration was through all this decidedly, though varyingly in- ~ 
terfered with, though the attacks of asthma were less prominent. Gradually 
veins of neck swelled, and cyanosis of face developed. Six weeks before 
symptoms of rupture appeared the chest became cedematous and exhibited 
bluish spots and distended veins. 

Symptoms following the rupture: Suddenly there occurred very severe attack 
of dyspnea amounting to orthopnea; palpitation of heart; precordial 
anxiety ;: very deep cyanosis. Was brought on same day to hospital in this 
state. While under observation exhibited rapid, shallow, noiseless respira- 
tion, with attacks of dyspnea; pulse small and rapid, but slower during 
asthmatic attacks, alike in both radials. On face, neck, and upper part 
thorax cyanosis, elastic edema, and dilatation of veins. Eyes prominent. 
Noise in ears. Left arm cedematous, and later right arm also; hand and 
fingers not cyanotic. Lower half body not affected; no sharp line of de- 
marcation. An indistinct pulsation to right of sternum from second to fifth 
rib; no distinct dulness here; a thrill from third to fifth rib on right side, 
which later disappeared and then returned. Apex-beat could not be distinctly 
located. Rough, blowing, systolic murmur, with maximum intensity in 
second right intercostal space ; rather widely diffused, and heard in carotids. 
Examination of lungs negative, except some dulness in lower portion with 
faint bronchial breathing here and a few rales. Cyanosis, edema, and 
attacks of dyspnea varied, but finally grew worse. (Edema of larynx; of 
genitals; and slightly of upper parts of thighs. Sopor; hallucinations; 
unconsciousness ; death. 

Duration of symptoms following rupture: 40 days. 

Autopsy : About 2 quarts fluid in each pleural cavity. Lungs congested ; 
cedematous; lower portion atalectatic. Mitral and aortic valves a little 
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thickened; lateral leaflets of latter adherent to each other. Dilatation of 
whole ascending aorta beginning a finger’s breadth above valves. 3 cm. 
above sinus of Valsalva of posterior leaflet was a secondary sacculated aneu- 
rism size of walnut; projecting from posterior and right side; in intimate 
contact with root of right lung, and Sisplacing vena cava toright. Vena 
cava fused with sac and entirely obliterated for 44 cm. above heart; above 
this much dilated. About opposite entrance of greatly dilated azygos vein 
were two smooth-walled perforations from cava into sac; the one the size of 


a pea; the other that of a hemp-seed. 


The author believes that the rupture took place sonte time before the 
acute symptoms developed, and claims that the character of the per- 
foration shows this beyond doubt. Other cases which we have 
abstracted prove, however, that the smoothing of the edges of a per- 
furation takes place very rapidly, and that there is consequently no 
reason to believe that the rupture did not occur at the time at which 
the sudden increase of the symptoms would indicate. 


CasE XXVII.—Reported by Sisley. Lancet, 1889, i. 1184. See also note 
by Ewart. Lancet, 1889, ii. 312. 

Previous history: Laborer, aged thirty-five; temperate; scar on penis; 
rock-fever at Gibraltar; no history of accident. For some months cough, 
but no shortness of breath. Eyelids were puffy and face somewhat swollen 
on returning from work in evenings. This condition only seen at night, and 
had always disappeared by morning. 

Symptoms following the rupture: On one occasion went to work, but, not 
feeling as well as usual, went into hospital for advice; though not considering 
himself seriously ill. Face and neck were deeply cyanosed ; eyelids puffy 
and ears almost black. Arms slightly cyanosed; rest of body natural color. 
No pain; no paralysis. Mental state clear, but was drowsy. Pulse full, 
regular. Respiration not noisy or accelerated. Double murmur over 
middle of sternum; nothing else abnormal on physical examination of chest. 
After venesection a venous pulse was observed in jugulars and cephalic veins. 
Face and arms became gradually more cyanosed; respiration difficult and 
noisy, with expiratory stertor. Became more drowsy, and finally comatose. 
Died about two hours after admission. 

Duration of symptoms following rupture - Less than 12 hours. 

Autopsy : Saccular aneurism } inch above posterior leaflet of aortic valve. - 
S.c measured about 14 inches in transverse diameter, and 2 inches from above 
downward, Was in contact with vena cava and right auricle. Vena cava 
quite patulous. Immediately above its entrance into right auricle was an 
opening into aneurism. This of irregular form, a little smaller than a six- 
pence, and with ragged edges projecting slightly into vein. Aortic valves 
not thickened. Right ventricle slightly hypertrophied. Lungs congested. 


Case XXVIII.—Reported by Gairdner. Lancet, 1889, i, 1233. 

Previous history : Laborer, aged forty-four. For two years been conscious 
of slight degree of pulsation in neighborhood right sterno-clavicular region, 
which caused him no concern. 

Symptoms following the rupture : Experienced a sensation as of something 
giving away near heart. No pain, but faintness and cold sweat lasting ten 
minutes; never recurred. Swelling of face and right arm followed, but had 
considerably diminished in degree when first seen after one week. At that 
time exhibited very marked cyanosis; general anasarcous swelling of upper 
half body ; some dilatation uf small superficial veins all over front, especially 
in lower sternal region, extending thence to precordial, right hypochondrial 
and right manubrial regions. Veins of hands distended, especially on left 
side. Very loud and poe dm murmur heard all over front of chest, 
but having mainly the distribution of aortic double murmur. The ventricular- 
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systolic element loudest at base, and diastolic element at least relatively 
loudest toward lower sternum. Some displacement of precordial dulness 
downward and toward the left. Another and distinctly abnormal dulness, 
easily demarcated from the precordial, occupied entire manubrium of 
sternum, and extended both to right and left; but its limits in former direc- 
tion were difficult to state, owing to anasarca. Appreciable, but not very 
definite, pulsation in jugular fossa. A faint trachea —s, in respiratory 
murmur, as heard at upper sternum. Pulse rapid, decidedly stronger in right 


wrist than in left; in latter not abnormal, but in former had character of 
unfilled arteries. Pupils normal. But little cough. No signs of laryngeal 
implication. Respiration without difficulty at first; finally stertorous, but 
was no dyspnea. 
Duration 4 symptoms following rupture: 15 days. 


Autopsy : Transverse portion of arch of aorta generally dilated, but with 
two more localized aneurismal dilatations; one extending to right, other to 
left. The first of these compressed superior vena cava and was adherent to 
it, forming a round bulging into interior of vein, corresponding to middle 
and upper third of this vessel. On summit of bulging a rounded perfora- 
tion, + inch in diameter and 1} inches below origin of innominate vein. 


CasE XXIX.—Reported by Pepper and Griffith in this communication. 


A review of the salient features of these cases and of the one now 
reported shows that in many instances the diagnosis is easily possible 
during life, while in others it is perhaps impossible. A correct diagnosis 
was, in fact, made by Mayne and by Glasgow, in their respective cases 
(VII. and XIX.). Gull, in the case reported by Eastes (X.), recognized 
an abnormal intra-thoracic venous. communication, perhaps with an 
aneurism ; and Gallard in his first case (XL.), as well as in that reported 
by Bonnarel (X V.), diagnosed an aneurism of the aorta, and discussed 
the probability of there being a communication between it and the supe- 
rior vena cava. Damaschino and Lavin made, with apparent reason, 
the diagnosis of the affection in their case of recovery (XVIII). 

The recognition of the presence of varicose aneurism of the aorta and 
superior vena cava may be based upon the following principal symptoms, 
deduced from a study of the different reported cases: 

1. Cyanosis, edema, coldness, and distention of the veins of the upper 
part of the body, with other evidences of obstruction to the circulation of 
blood in the tributaries of the superior cava. These symptoms have been 
present to a greater or less degree in all the reported cases of which 
clinical histories are given, and their diagnostic indications are evident. 
No lesion could produce such a condition, with its peculiar localization, 
except some great obstruction to the course of the blood in the superior 
cava. The thorax, however, does not always share the lividity and 
cedema of the head and arms; this variation depending solely on the 
position of the perforation or of the compression. If, namely, the ob- 
struction in the cava is situated below the point of entrance of the azygos 
vein, the chest willshare in the venous congestion ; if, on the other hand, 
the obstruction is above the azygos vein, the removal of blood from the 
chest-wall is not interfered with, and no oedema develops. In certain 


850 PEPPER, GRIFFITH, ANEURISMS OF AORTA, 


cases the reason for the absence of thoracic cedema is not entirely clear, 
and often depends on the lack in the published report of a sufficiently 
detailed statement regarding the exact position of the obstruction in the 
cava. When the thorax is involved, there is sometimes a sharp line of 
demarcation between the upper affected and the lower unaffected portion 
of the body, marked by the numerous small varicose veins around the 
lower part of the thorax. It has happened more than once that a 
patient has shown a greater degree of cedema on one side than on the 
other. This condition may be produced in several ways. For example, 
in the case of Arkle and Bradford’s (X XV.) a long-standing obliteration 
of the left innominate vein had allowed the establishment of the col- 
lateral circulation, so that the sudden rupture of the aneurism produced 
cedema almost limited to the right side. A similar unilateral edema 
and cyanosis of the upper portion of the body would be produced by 
communication of an aneurism with the left innominate vein, as seen in 
the case reported by Chabond (Lyon Méd., 1873, No. 26; Virchow-Hirseh 
Jahrsb., 1873, II., 147). Another case illustrating differences in the 
swelling of the two arms is that of Cossy’s (VI.). In this the opening 
into the aneurism from the vena cava was situated close to the bifurca- 
tion of the cava, in such a position that the blood-current was directed 
into the right innominate vein, producing consequently much greater 
swelling of the right arm. In some other instances the causes of the 
slight differences observed are not apparent. When death has very 
rapidly followed the rupture of the aneurism there may have been no time 
for cedema and lividity of the arms to develop. This was the condition 
in the case reported by Shannon (XXII), in which only the face and 
neck gave evidence of the change. The onset of the symptoms in this 
instance was extremely sudden, and death occurred in six hours. 

The cyanosis is probably not due to the admixture of arterial and 
venous blood ; otherwise we should see it well marked in cases of, rup- 
ture of an aneurism into the pulmonary artery. It depends simply on 
obstruction from compression by the aneurism, and from the backward 
pressure of the arterial blood into the vein. In the patient of Christi- 
nu’s (X XIII.) the whole body finally became cyanosed. 

Slight cedema has in some instances been witnessed in parts of the 
lower portion of the body, though always secondary to that above. Thus, 
in Thurman’s patient (II.) there was slight edema of the ankles and 
scrotum, and in Schnaubert’s (XVI.), Halla’s (X VIL), and Kraus’s 
(XXVL.), of the genitals, hips, and upper parts of the thighs. In the 
case of Glasgow’s (XIX.) there finally developed general cedema. 
(Edema of the lower portion of the body in these cases is due, according 
to Halla, to the overfilling of the inferior cava through the necessity 
which it is under of receiving a large part of the blood belonging to the 
superior cava. This same passive congestion explains the scanty secre- 
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tion of urine which has been noted in a number of instances. In a 
considerable number of cases large amounts of fluid have been found in 
both pleural cavities, while in other instances there was none. The 
difference undoubtedly depends largely on whether or not the circula- 
tion in the azygos vein is interfered with. 

Besides the cyanosis and edema, dyspnoea may be present, either 
from the outset or later in the disease. In our own case it was intense, 
as it was in a large number of others. In others, again, it was absent, 
or slight, or not referred to by the writer. Thus in Cossy’s patient (VI.) 
it was slight, and in Gairdner’s (X XVIII.) nearly absent, and it does 
not appear to have been well marked in the case of Hayden’s (XII.). 
It is not at all essential that dyspnea be present, as it is in the event 
of rupture of an aneurism into the pulmonary artery. Its development 
depends on various factors, such as double hydrothorax with consequent 
compression of the lungs; cedematous swelling of the mucous membrane 
of the nose, pharynx, trachea, larynx, and bronchi; cedema of the lungs; 
pressure by the tumor on the respiratory tube; over-filling of and con- 
sequent irritation of the nerve-centres with venous blood. In Shannon’s 
case (X XII.) death was directly due to an attack of extreme laryngeal 
dyspnea. 

Still other symptoms indicating venous obstruction may be seen. 
Cough is a frequent and natural attendant on the dyspnea, and rales of 
various sorts are often heard. There was sometimes expectoration, and 
not infrequently it was tinged with blood, as, for example, in the case of 

. Thurman’s (II.), Halla’s (X VII.), Schnaubert’s (X VI.), and of Damas- 
chino and Lavin’s (XVIII.). In our own case a considerable pulmo- 
nary hemorrhage took place, due, probably, to an erosion of the trachea 
by the aneurism. Thurman claims that the dyspnea, cough, and other 
evidences of pulmonary congestion, witnessed during life or after death, 
are due to the circulation through the lungs of an admixture of arterial 
and venous blood, and the resulting irritation by it of the bronchial 
mucous membrane. 

In some cases there has been difficulty in swallowing, probably due 
either to pressure of the aneurism on the cesophagus, or, in other 
instances, no doubt, to the excessive distention of the tissues of the 
neck with serum. Bloody tears were seen in Shannon’s patient 
(XXII), and blood oozed from the conjunctive in our own case, and 
in that of Christianu’s (XXIII). A not infrequent symptom as the end 
approaches is a marked tendency to sleepiness, and, finally, coma. In 
some cases delirium was present before the coma developed. Attacks 
of faintness have also been reported, as in the case of Goupil’s (VIII). 
In a few instances (IV., IX., XIV., XXIII.) excessive restlessness 
was noted. Headache, too, is naturally present at times. In Kraus’s 
case (XX VI.), and in that of Schnaubert’s (X VI.), there was noise in 
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the ears, and in Cossy’s patient (VI.) annoying and persistent noise in 
right temple and ear, a sense of painful tension in the head, and giddi- 
ness. Giddiness was observed in a number of other cases. Convulsions 
were uncommon, though they occurred shortly before death in Mayne’s 
patient (VII.). Pain in the chest was sometimes observed, and in some 
instances was among the first symptoms appearing. ‘ Coldness of the 
upper portion of the body is a very common symptom. The temperature- 
chart of our own patient is an illustration of this fact. 

2. The suddenness of onset of the symptoms. With the recognition of 
impeded return of blood through the superior cava the diagnosis is by no 
means made. Obstruction to the flow of blood in the cava from various 
other causes may, as already stated, produce the same symptoms. Still, 
the comparative suddenness of their development in cases of varicose 
aneurism constitutes a most valuable diagnostic sign. This rapid de- 
velopment was seen in all the cases in which the mode of onset is 
reported. Sometimes it was exceedingly abrupt. For example, in the 
cease of Shannon’s (X XII.) the symptoms were intense, and immediately 
followed a degree of excitement. Young's ([V.), Tripier’s (IX.), and 
Gallard’s (XI.) patients were suddenly taken during the night with 
very severe symptoms of the rupture. The patient of Law’s (V.) became 
eyanosed and swollen without any premonition while lying down after 
a morning walk. Cossy’s patient (VI.) woke in the morning with evi- 
dences of the rupture; Mayne’s (VII.) was stooping; Jacoby’s ( XIII.) 
was leaning over his drawing; Farrington’s (XIV.) had just been 
brought from the clinic in a state of great excitement; Halla’s (X VIL.) 
Damaschino and Lavin’s (XVIII), and Glasgow's (XIX.), were lifting 
heavy weights; Wetterdal and Wallgren’s (X X.) was also putting forth 
violent exertion. In certain other cases no history of at least such a very 
sudden and alarming beginning is given, and sometimes it clearly was . 
absent. Thus, in the case reported by Sisley (XXVIL.), though the 
onset seemed to have been sudden, the patient was not aware of any 
great change in his condition. How long a time was actually required 
for the symptoms to develop in Eastes’s case (X.) is not stated, nor is it 
entirely clear in the cases of Christianu’s (XXIII) and Kraus’s 
(XXVI.). In Thurman’s patient (II) several days seem to have been 
needed for the swelling and cyanosis of the face to become apparent, 
and the same is true of Arkle and Bradford’s patient (XXV.). In 
Hayden’s case (XII.) it is not stated that there was any sudden onset 
so far, at least, as known to the patient. In our own case it could 
not be ascertained with just what rapidity the symptoms arose, but it is 
certain that they were not long in developing. 

It is quite evident from a study of these cases that there is no instance 
reported in which there is an account of simply a very gradual increase 
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in the gravity of a previously existing condition. Only a few days at 
the most were necessary for the characteristic symptoms to appear. 

The rapid development of symptoms is not, however, absolutely pathog- 
nomic of rupture of an aneurism into the vena cava, although it renders 
the fact of its occurrence extremely probable ; for, although simple com- 
pression of the cava is usually slow in its onset, the symptoms may ex- 
ceptionally make themselves known with comparative rapidity. A case is 
reported by Dujardin-Beaumetz (Gaz. Heb. de Méd., 1879, 2 s., xvi. 
19-23,) in which extreme venous congestion was produced in the course 
of ten days, the cause being conrpression of the superior vena cava by an 
aneurism, and the development of a clot in the greatly dilated azygos 
vein, in which the collateral circulation had previously been carried on. 
He admits that he has been unable to find any other case recorded in 
which the symptoms came on so rapidly. There is an instance, however, 
reported by Duchek (Prag. Vierteljsch. f. Prak. Heilk., 1854, xli. Also 
Handb. spec. Path. u. Therap., 1862) in which rapid development of 
the symptoms of obstruction was probably due to the sudden produc- 
tion of a thrombus in the cava. The rapid formation of a dissecting- 
aneurism could also by compression quickly produce symptoms of 
venous obstruction. 

In many cases symptoms indicating a degree of obstruction had existed 
for months or years before the rupture took place. Sisley’s patient 
(XXVII.), for example, had had for some months swelling of the face, 
which came on after the day’s work; and in Mayne’s case ( VII.) swell- 
ing of the eyelids, face, and hands, and dyspnoea, were produced by 
working. Gairdner’s patient (X XVIII.) had been conscious for two 
years of pulsation in the right side of the chest. In Kraus’s patient 
(X XVI.) there had been for sixteen months very evident and persistent 
cedema of the neck and throat, and later cyanosis as well. Dyspnea, 
cough, and palpitation, and sometimes pain, had been noticed in a large 
number of cases. In Farrington’s patient (XIV.) there had been for a 
year a small tumor in the right chest, presumably an aneurism. In our 
own case the previous existence of dilated veins upon the thorax was the 
only indication of the earlier presence of the aneurism. The existence 
of such symptoms, followed by a rapid and great increase in their 
severity, or by the accession of new symptoms, would indicate that some 
great and sudden change had taken place in the condition of the tho- 
racic viscera—the most probable being, of course, the rupture of an 
an2urism. Many cases begin without previous symptoms. These would 
equally point to some great change in the thoracic contents. 

3. Evidence from physical examination of the presence of a tumor in the 
thorax, and the probability that this is aneurismal. No reference is had 
here to the murmurs found, as these will be discussed separately. If 
the presence of an aneurism is confirmed in this way, in addition to the 
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indications already described, the diagnosis of rupture into the superior 
cava becomes greatly strengthened. In our own case the physical 
signs discovered in‘the chest were for the most part inconstant and con- 
tradictory, owing to the interference presented by the great cedema of the 
thoracic walls. One symptom, however, was nearly always observed, 
viz.: a degree of. dulness below the right clavicle and under the upper 
portion of the sternum. A review of the reported cases shows that a per- 
cussion -dulness, occupying this same region, was frequently present. Not 
uncommonly this centre of dulness exhibited a thrill, usually systolic 
in time, though in one case (Case X.) diastolic. Thrill could sometimes 
be felt elsewhere, also. Thus, in Mayne’s and Cossy’s cases (VII. and 
VI.) a purring tremor could be felt in the internal jugular and sub- 
clavian veins on the right side. A pulsation was present over the centre 
of dulness in many instances, but absent in more. Mavne (VII.) and 
Glasgow (XIX.) describe it as strong and heaving, and in most of the 
eases where it could be felt at all it was well marked, and oftener 
stronger than the cardiac impulse. In some cases, as in those of Hay- 
den’s (XII.), Turner’s (XXI.), Kraus’s (XXVI.), and Schnaubert’s 
(XVI.), it was indistinct or feeble. In Farrington’s patient (XIV.) 
there was a distinct pulsating tumor visible to the right of the ster- 
num from the second to the fourth rib. In our own case neither 
thrill nor pulsation could be felt. Mayne (VIT.) and Glasgow (XIX.) 
describe the pulse as jerking, like that of aortic regurgitation, and 
consider it an additional proof that an aneurismal tumor is present. 
Gairdner (XXVIII.), also, refers to the pulse as that of unfilled 
arteries. In a number of instances it is reported as small and feeble, 
but there appears to have been nothing characteristic about it. It 
is sometimes stated to have been stronger in one wrist than in 
the other. Undoubtedly the difference has depended upon the vary-- 
ing degree of cedema of the arms, or some such factor, since aneu- 
risms of the ascending portion of the arch would not produce this 
inequality. A venous pulse, as seen in the case of Cossy’s (VI.) and 
of Sisley’s (XX VII.), is a very valuable indication of the presence of a 
varicose aneurism. The existence in any case of such well-recognized 
symptoms of aneurism as dulness on percussion, thrill, and pulsation, 
together with the symptoms previously described, render the diagnosis 
very probable. 

There remains to consider the last of the evidences of varicose 
aneurism : 

4. The existence of a murmur characteristic of a communication between 
an artery and a vein. When this murmur is present the existence of a 
varicose aneurism becomes practically a certainty. Thurman first ex- 
plained the nature of this murmur as occurring in spontaneous varicose 
aneurisms of the aorta, and dwelt upon its diagnostic importance, though 
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it.was not present in the case of aneurism of the aorta and superior vena 
cava reported by him (Case II. of this series, LV. of his own). Its 
extremely loud and distinct character is due to the small size of the 
opening. The chief feature of the murmur is that it is continuous, this 
being due to the fact that the passage of blood from the aorta into the 
cava is a continuous one. During the systole the pressure is at its height, 
and the sound is consequently loudest and highest pitched. During the 
diastole the current from the artery to the vein depends on the elasticity 
of the arterial system acting upon the contained blood. The murmur 
is, therefore, still audible, though continually growing fainter and lower 
pitched, until the next systolic intensification. A perfectly typical mur- 
mur of this nature was present in our own case. It was also observed 
in the cases of Eastes’s (X.), Jacoby’s (XIII.), Arkle and Bradford’s 
(XXV.), and Damaschino and Lavin’s (XVIII.). In the first it is 
described as a soft, whizzing, very distinct murmur of a venous charac- 
ter, both diastolic and systolic, with its maximum intensity at the third 
right costal cartilage. It constituted a continuous churuing sound, like 
that heard in the enlarged vessels of a thyroid gland. In Jacoby’s case 
there was a loud, continuous, buzzing murmur, loudest with the systole, 
and heard best at the second right costal cartilage. In the case reported 
by Arkle and Bradford the continuous murmur was peculiarly harsh, 
loudest in the systole, and heard under the right clavicle, though the 
maximum intensity was in the second right interspace about 2 inches 
from the sternum. Finally, the diagnosis made by Damaschino and 
Lavin depended largely on the perfectly continuous murmur, heard 
loudest 34 c.m. below the middle of the right clavicle. It was very 
intense, and had a systolic reinforcement, and was remarkable, especially 
during the systole, tur its peculiar sonorous and vibrating character. 

A continuous murmur would seem almost necessarily to owe its exist- 
ence to a varicose aneurism. Neither a simple aneurism nor any 
furm of valvular disease could produce the continuous sound, since there 
would need be a short interval between the systolic and diastolic por- 
tion. In our own case the peculiar continuousness of the murmur was 
noted, as well as the fact that its quality was distinctly venous. The 
ettort was made to explain it on the ground that there existed an aneurisim 
of the aorta pressing upon the cava and producing a murmur in it; and 
that during the cardiac systole the aneurism expanded and the pressure 
became greater. Cunsequentiy, the pitch of the murmur was elevated, 
since the lumen of the vein was made more narrow. This explanation 
was, we admit, fanciful, and, as the event showed, faulty. In fact, it 
was impossible that it could have been correct, since the increased 
pressure during systole would have diminished the intensity of the mur- 
mur, even though it elevated the pitch. That the peculiar continuous 
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murmur is pathognomonic of a varicose aneurism was recognized anu 
maintained by Thurman. Mayne and Cossy equally urge its diagnostic 
value, though showing by their own cases that the symptom is not an 
essential one. In each the murmur was systolic-only, which the writers 
explain on the ground that the very marked disease existing in the arte- 
rial walls interfered with the arterial contraction during the cardiac 
diastole, and in this way produced the absence of the diastolic part of 
the murmur. In fact, in several other cases (VI., VIL, IX., XV., 
XVII., XXVL, and probably IL.), only a systolic murmur could be 
heard, and in still more (III, VIIL, XI., XII, XIV., XVI., XIX., 
XXL, XXIIL.), there was a distinctly double murmur, with an interval 
between the two parts. It is therefore evident that the continuous 
murmur is not an essential symptom of varicose aneurism, though such 
a valuable sign when present. ‘The maximum intensity of the murmur, 
of whatever nature, was nearly always on the front of the chest, in the 
neighborhood of the first portion of the arch of the aorta, or over the 
abnormal centre of dulness. The only exception was the case of Chris- 
tianu’s (X XIII.), in which the maximum intensity of the double mur- 
mur was situated in the right supra-spinous fossa. 

The method of the production of these different murmurs in the differ- 
ent cases is not at all clear. Sometimes they may have been due to the 
passage of blood through the perfuration, audible only during a portion of 
the cycle; at other times they may have been produced in the aneurism 
or in diseased aortic valves. It is a noteworthy fact that in certain in- 
stances the signs of aneurism were very meagre. In the cases, namely, 
of Young’s ([V.), Law's (V.), Wetterdal and Wallgren’s (XX.), and 
Sisley’s (XX VII.), there was neither thrill, dulness, nor murmur dis- 
covered, and in the last three no pulsation. Shannon’s patient (X X11.) 
exhibited a diastolic murmur at the first examination, but after this 
no physical signs of aneurism could be found. In the case reported 
by Beevor (I.) no description of the physical examination of the chest 
is given, and that reported by Gulliver (X XIV.) was only a card 
pathological specimen, unaccompanied by clinical detai s. 

Autopsy.—Little need be said under this heading since the most 
important character—the perforation—was, of course, present without 
exception. The shape of the perforation in the different cases was slit- 
like or more circular ; its size never very great—half-inch or so in length 
or in diameter—and sometimes quite small. In some cases the edges 
were irregular and ragged, but oftener they were to a certain degree 
smooth, showing that in a comparatively short time after the rupture 
this smoothing can take place. In Glasgow’s case ( XIX.) the pertora- 
tion was found closed by a thick plate of laminated fibrin. A fact 
worthy of note is that in nearly all the cases it is directly stated that 
compression of the cava existed as well as perforation. In Turner's case 
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(X XI.) the cava was completely divided by the aneurism, so that the 
distal portion looked like a short arterial trunk given off from the aneu- 
rism at its upper border. in our own case the production of this sepa- 
ration was well under way when the patient died. In Reid’s case (III.) 
the perforation involved also the upper part of the right auricle, at the 
position of entrance of the superior cava. Another most important 
feature bearing on the production of murmur in aneurism in general is, 
that in only 5 cases (LV., XIV., XXI., XXV., XXVL.) is disease of 
the aortic valves described. 

DraGnosis.— Enough has been said about the characteristic symptoms. 
There is no condition with which the disease could be confounded except 
that of remarkably sudden obstruction of some other nature to the 
passage of blood in the vena cava, and such cases are almost hypotheti- 
cal. From other varicose aneurisms of the aorta the diagnosis is easy. 
Rupture of an aneurism into the right ventricle or right auricle would 
produce general cyanosis and cedema. Rupture into the pulmonary 
artery could not produce the characteristic localization of oedema and 
cyanosis. The murmur would be heard at the left edge of the sternum 
instead of at the right edge. The dyspnea would probably be intense, 
and symptoms of engorgement of the lungs would eventually be fol- 
lowed by general anasarca, as in mitral disease. 

Proanosis.—As the reported cases show, the prognosis is most unfavor- 
able. Death has supervened in every case but one. In Shannon’s 
patient (X XII.) only 6 hours elapsed before the fatal issue ; in the case 
of Farrington’s( XIV.) 13-15 hours; in that of Wetterdal and Wallgren’s 
(XX.) less than 24 hours; and in that of Sisley’s (XX VII.) less than 
12 hours. On the other hand, patients may live days, weeks, or even 
months. Our patient lived 7 weeks; that of Kraus’s (XXVI.) 40 
days; that of Thurman’s (II.) 2 months; that of Turner’s (X XI.) 23 
weeks ; that of Glasgow’s (X1X.)7 months. In this last case the patient, 
after one month, seemed about to recover; then grew worse, and died. 
The patient of Damaschino and Lavin’s (X VIII.) was living and prac- 
tically well at the time the report was published. Although the murmur 
remained the same, collateral venous circulation had become estab- 
lished about one month after the onset of the symptoms, and oedema 
and cyanosis had about disappeared. The permanent re.overy in this 
case, and the temporary improvement in Glasgow’s case, indicate that 
the disease is not necessarily fatal, though the favorable chances are 
very slight. 

TREATMENT.—This has proved useless. Venesection is the method 
which has been most frequently employed, but never with permanent 
benefit. Cupping, wet or dry, and free purgation may be employed. The 
strength should be sustained as far as possible, in the hope that the col- 
lateral circulation may become established, if the perforation be not too 
large, or that the opening may become closed by a thrombus. 
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REMARKS ON THE DIAGNOSIS OF DIVERGENT ENTERIC 
FEVER. 


By Ernest F. Neve, M.D. Epty., 


OF KASHMIR, INDIA. 


Enteric fever is a common disease. Yet its diagnosis is by no means 
always easy. And this is in spite of the fact that it has been carefully 
studied by such masters as Wunderlich, Griesinger, Trousseau, Jaccoud, 
and Murchison. As a result, however, of the investigations of these and 
others, our conceptions of typhoid fever have crystallized into a very 
definite form. 

Now the majority of cases, in a district in which typhoid is endemic, 
justify the accurate and lucid rules laid down for the diagnosis of the 
condition. Yet, even in the midst of a series of normal cases, ever and 
anon one will arise which presents marked differences. With such 
divergence we are familiar, and it has led to special names, such as 
abortive typhoid, ambulatory typhoid, and slow, nervous typhoid. 

I question, however, whether the line of demarcation between the 
different classes is sufficiently distinct to render advisable any attempt 
to distribute them into separate types. For if modifications be ac- 
cepted. as separate forms, then the floodgates will be opened to many 
other varieties. And we may have to accept, among other types, a 
bilious, mucous, renal, pneumonic, spinal, cerebro-spinal, adynamic, and 
malignant form of enteric fever. But such names are of little value 
beyond expressing a prominent train of symptoms. 

Moreover, typhoid fever may occur in association with measles, scarlet 
fever, malarial fever, meningitis, and various neuroses. If these also be 
considered as types, then we may have to admit the existence of actual 
hybrids, such as measles-typhoid and scarlatina-typhoid. But there is 
no evidence that such occur. 

The occasional profound modifications in its course to which typhoid 
is liable do not result from hybridity. They depend partly upon the 
idiosynerasy of its host; but other co-existing morbid factors may play 
an important part. Thus it comes to pass that sometimes enteric fever 
presents great difficulties to diagnosis—its true characters being either 
masked by adventitious symptoms or obscured by deviations from the 
normal. It is true that in most cases the time comes when the patient’s 
condition approximates more or less closely to the “typhoid” state. But 
there is some danger even then of confusing it with the later stages of 
various diseases accompanied by prolonged fever. 

We may at once grant that a very large number of modifications may 
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exist without hiding the true nature of the disease from a highly-skilled 
and experienced observer. 

Again, not unfrequently, collateral facts assist in diagnosis. For ex- 
ample, in 1885, in the space of a few weeks, I attended seven cases of 
typhoid fever in one house in a part of Edinburgh in which the disease 
was endemic. Most of these were very well marked and typical cases. 
One patient, however, was only ill for three days and in bed one. Under 
the circumstances the symptoms were easily and probably correctly in- 
terpreted as a very mild attack of endemic fever. We know that attacks 
of this nature do occur, not only in typhoid, but in diphtheria, smallpox 
and other exanthemata. Such cases are, however, extremely apt to 
escepe recognition unless occurring in the course of an epidemic or a 
well-pronounced endemic. 

In sporadic cases the difficulties of diagnosis are greater. 

1. When a patient comes under the care of the physician there may 
be doubt as to how long the disease has been in progress. This is illus- 
trated by the following case: 


Miss A., aged = agar: Soares years. On March 27, 1889, was well enough 
to take a ride (for pleasure) of eight miles, but complained of feeling 
unwell in the evening. On March 30th, when seen, she was suffering 
from high fever. The subsequent course of the temperature is shown 
in Chart 1. 


CHart 1. 
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Typhoid fever; well advanced when first observed. 
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The rash appeared on the eighth day, increasing till the twelfth. 
From the fifteenth it diminished. On the twentieth day no spots were 
left. There was characteristic diarrhea. During the first two days the 
pulse ranged from 125 to 130. On the evening of the second day it was 
102. Subsequently it fluctuated between 85 and 100, being usually 
higher in the evening. On the fifteenth day it came down to 76. From 
this time it increased and diminished with the temperature. No anti- 
pyretics were administered after the fourth day. 

This case is by no means so abnormal as would appear at first sight. 
Probably the first observation recorded was the temperature, not of the 
first day, as marked on the chart, but of the fifth or sixth. The patient 
admitted having suffered from fever during the preceding week, although 
she had not been unable for work. 

In a case of sporadic enteric fever the following divergences from the 
normal may be very misleading : 

(a) Unusual temperature-course. 
(6) Absence of usual symptoms and signs. 
(e) Addition of new unusual symptoms and signs. 
(d) Combinations of the above. 
I will now describe briefly a few cases illustrating these divergences: 
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Typhoid fever, abnormal temperature. 


(a) Unusual temperature-course. R. M., male, aged two years. Had 
resided in India and suffered from occasional plage a of mala- 
rial origin. No distinct period of incubation. The child was appar- 
ently quite well on the previous day. Chart 2 gives a complete 
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view of the fever; but, for the sake of clearness, usually only one or two 
morning and evening temperatures are represented for each twenty-four 
hours. Typical, rosy, lenticular spots appeared on the fourth day over 
the abdomen. On the sixth day more spots were observed—some on the 
chest and back. On the tenth day the spots were fading away. There 
was diarrhea, with at first from two to three motions daily. From the 
eighth day the motions were formed. For the first six days the pulse 
ranged from 130 to 140. The respiration fluctuated between 50 and 60. 
For the first three days it was irregular in type, with three or four deep, 
followed by many shallow, quiet respirations. On the sixth day there 
were symptoms of very slight bronchitis. 


Obviously the administration of antipyretics tends to upset the tem- 
perature-course characteristic of typhoid. This adds to the difficulty of 
diagnosis. But it is a difficulty which must be faced, because it is one 
which must necessarily arise. It is unfortunate, to say the least, for a 
physician to be compelled to withhold treatment because his diagnosis is 
delayed. 

In the above case, two grains of antipyrine were administered on the 
first day at 8.45 a. M., 12.5 Pp. M., and 3.5 p.m. On the second day three- 
grain doses were taken at 1 a. M., 10.15 a. M., 3.35 P. M., 7.45 P. M., and 
10.30 p.m. On the third day, at 2.30 a. m., 6.30 a. M., 9.30 a. M., 12.30 
p.M., 3.30 P.M., 7 P.M., and 10 p.m. On the fourth day, at 1.45 a.M., 
5.40 a.M., 12 noon, and 10 p.m. On the fifth day, at 8.30 a.m. only. 
On the sixth day, at 4.35 a.m. and 2p.m. On the seventh day three 
grains of antipyrine were given at 4.30 pP. M. only. 

On the sixth and seventh days a cold pack was administered respect- 
ively at 11 a.m. and 4.30 p.., the time of the highest temperatures. 
From the seventh day onward no packs or antipyretics were employed. 

The periods of highest and lowest temperatures are interesting. 


TEMPERATURE. Lowest TEMPERATURE, 
Day 

Time. Record, Time, Record. 
1 1a. 103.4° 6 P.M. 99,72 
2 12.45 P. M. 102.6 | 3.30 P.M. 99.5 
3 | 7P. M. 104 8.30 a. M. 98.8 
4 5.30 A.M. 104 TP. M. 101.7 
5 8.30 A. M. 103.6 9 100.9 
6 lla. 104.4 | 6.30 P. M. | 100.4 
7 4.30 P. M. 102.7 } 9 P. M. 98.2 


On the fourth day the temperature was as follows: 1.30 a. m., 103° F.; 
5.30 a.m., 104°; 6.45 a. m., 102°; 10 a. m., 100.2°; 11.45 a. m., 103.4°; 
(12.15 p.m. cold pack); 1.30 Pp. m., 100.8°; 3.45 p. m., 101.8°; 7 P.m., 
101.7°; 9.15 vp. m., 103.7°; (10 Pp. M., cold pack); 12 p.m., 99.8°. 


. 
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(6) Absence of usual symptoms. Mrs. C., aged about forty years; illness 
began on April 30, 1889, with rigors and fever. For several days pre- 
viously she had not been well. Still, on May Ist she was able to get 
about. The course of the temperature is indicated in Chart 3. 


Cuart 3. 
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Low continued enteric (?) fever. 


It will be seen that neither in the morning nor in the evening tem- 

rature was there regular penaten or characteristic exacerbation. 

y the thirteenth day both the morning and evening temperatures had 
reached the normal. From then till the twentieth there was an evening 
exacerbation—the morning temperature always remaining normal or 
subnormal. Typhoid symptoms can hardly be said to have existed. 
There was no rash. Occasional laxatives were required. Small doses 
of quinine were administered regularly. And from the eighth to the 
sixteenth day Fowler’s solution was taken. During the latter part of 
the second week the patient had slight abdominal tenderness. Her ap- 
pearance then was that of a typhoid patient. The exacerbation on the 
fourteenth day corresponded to a slight increase of diet—a little toast 
having been allowed. The toast was stopped on the seventeenth day. 


It will, I think, be admitted that in this case, whatever the probabili- 
ties may have been, the evidence was not sufficient to justify a positive 
opinion either for or against enteric fever. 


(c) and (d) Addition of new unusual symptoms and signs, with com- 
plications. Mrs. D., fifty-five years, was first seen on January 5, 
1890. She was complaining of intense pain in the left lumbar region, 
suggestive of renal colic. ‘There was the faintest trace of albumin in 
the urine, but no gravel or pus. 

There was a history of much trouble and mental wear and tear due to 
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heavy pecuniary losses. A similar pain in the side had often existed 
before and was apt to be worse at intervals of a month. There was a 
distinct neurotic history of the so-called “ hysterical” type. Associated 
with the pain was insomnia of so high a degree that two drachms of 
paraldehyde divided into three doses and given in one night failed to 
procure sleep. For a few nights the irritability and mental excitement 
were great and the patient manifested a dislike to her husband, of whom 
she was really fond. These symptoms improved much subsequently. 
Mrs. D. was rather difficult to manage, being anxious to treat herself 
with old prescriptions, of which she had an immense collection. There 
was nothing to be detected at the site of the pain, which was not in- 
creased on deep pressure if the attention was diverted. The patient’s 
manner was profoundly hysterical (I use the word in the medical and 
not the popular sense), and this tendency was further betrayed in various 
ways, As as misstatement of facts relating to tood, medicine, sleep, 
and the condition of the bowels. Yet the mind was clear and she talked 
intelligently. There was no delirium or fixed delusion. There was 
never any headache or impairment of vision. On the evening of the 
seventeenth day of illness a hysterical fit occurred affecting the left side 
chiefly and followed by a transient condition of somewhat plastic rigidity 
of the extremities on both sides. The pupils were unaltered. On the 
evening of the twenty-third day (January 28th) there were some slight 
convulsive twitchings of the face and muscles of the wurer extremities. 
And about this time pain was complained of in the right heel. If this 
latter was pressed, then pain was complained of in the left lumbar 
region. 

rom the commencement of the illness and to a greater or less extent 
throughout, there was a nervous urinary affection. First, retention— 
never associated with distention, and subsequently great irritability, 
shown by frequent micturition, usually much worse at night—some- 
times twice or thrice in an hour. On one occasion, when the catheter 
was used to make sure there was no retention, only one ounce of urine 
was found in the bladder, but the irritability was much less for several 
hours following. When the nurse was in the room micturition was more 
frequent. But if no one was present the urine was often passed into the 
bed 


During the third week paresis of left arm and leg was complained of. 
This was purely functional and temporary. At one time there was a 
transient numbness of the left ring-finger. Codrdination was never im- 
paired. The dorsal decubitus existed throughout, but no bedsores 
formed. The face was pale. 

During the first ten days the temperature was never found above 
101° F. 

From January 16th to 21st (twelfth to seventeenth day of illness) the 
lowest point reached was 98.8° (in the mouth) on the morning of Janu- 
ary 17th, and the highest point was 102.2° on the evening of January 
18th. Sometimes there was half a degree of difference between the 
morning and evening temperature, and sometimes two and a half de- 
grees. On the evening of January 21st (seventeenth day of illness) the 
temperature rose to 104.2° F., at which period the fit occurred. From 
January 23d to 27th (nineteenth to twenty-third day of illness) the 
morning temperature was normal and the evening temperature regularly 
two degrees higher. An exception to this was the afternoon of January 
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27th, when there was a rise to 103.4°. From this time till February 
2d (twenty-ninth day) both morning and evening temperatures were 
normal or subnormal, except for a rise to 100.4° on the evening of 
January 31st (see Chart 4). 


Cuart 4. 
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Divergent enteric fever complicated by hysterical and other unusual symptoms 


The pulse ranged from 90 to 108; sometimes it was higher in the 
morning than the evening. But usually the reverse was the case. Gen- 
erally the quality was good. Sometimes, for a few hours, there was 
dicrotism. On + Posed 2d, at 4.30 a.m., when collapse had set in, 
the pulse-rate increased to more than 116 and was thready. 

Respiration varied from 30 to 25. It was usually, but not always, 
higher in the evening. Om the evening of February 1st the respiration 
was 30, but at 4.30 a.m., February 2d, was 50. During the last few 
days of the illness there were slight bronchial symptoms. 

The patient had been in the habit for years of taking frequent purga- 
tives. The tongue was clean till about January 21st, when it began to 
get rather brown at the centre with red edges and tip. The lips were 
clean and fairly moist. In spite of breathing through the mouth there 
was great freedom from sordes. The bowels were confined, and castor 
oil and salines were frequently required. During the last forty-eight 
hours there were seven loose motions. 

From the twenty-fourth to twenty-sixth days (January 28th to 30th) 
favorable hopes were entertained of recovery. But the diet was not 
altered. On the twenty-seventh day (January 31st) there was pain in 
the epigastrium. On the evening of February 1st this was worse, and, 
coupled with a rise in the respiration, occasioned anxiety. 

During the last week there was some tumidity of the abdomen. There 
was no enlargement of the spleen to be detected by palpation or percussion. 

Death took place on the morning of February 2d (twenty-ninth day) 
rather suddenly. Symptoms of profound collapse appeared in the early 
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morning. There was some doubt whether ~ followed the use of the 
bedpan. The condition of the patient pointed strongly to perforation. 
It is just possible that there was reflex paralysis of the vagus. 


The sad and rapid termination of the disease, taken in conjunction 
with the other symptoms, appears to indicate that this was really a case 
of enteric fever. : 

The possibility that it was typhoid had been discussed in consultation 
during the third week. But it was felt that there was not sufficient 
evidence to warrant such a conclusion. If recovery had ensued, when 
the intermission occurred, from the twenty-fourth to the twenty-sixth 
day of the disease, the diagnosis must have remained doubtful. 

Such cases as this emphasize the necessity for breadth in diagnosis. 
Of recent years immense advances have been made in the accurate 
noting and recording of details of disease and in the observation of 
minutiz. Perhaps there is a tendency for the consideration of history 
and of facies, manner, and all that go to make up “temperament,” to 
receive rather less attention. To borrow an analogy from portrait-paint- 
ing, the finer touches and chiaroscuro of a disease are sketched-in un- 
erringly, while the broad lines, on which likeness depends, are treated 
with less skill. 

One important aid to the diagnosis of enteric fever is undoubtedly the 
recollection that the strain of a general blood-poison may be felt, not in 
the usual seat of election, but in the weakest part of the organism. Thus 
in a patient of neurotic predisposition the nerve-vitality defences may 
be broken down and a large proportion of the inundating force of 
the typhoid poison may overrun the brain and spinal cord, and the 
weakest parts of these will succumb. Sometimes the intellectual centres 
will be most affected, at other times the stress will be felt most by the 
motor, the sensory, or heat-regulating portions of the cerebro-spinal 
system; while in patients with different predispositions the force of 
the attack may expend itself on the gastro-intestinal, hepatic, respira- 
tory, renal, or integumentary systems, thus giving rise to the varying 
trains of symptoms which characterize the divergent forms of enteric 
fever. 


A STUDY OF THE ANASTHESIAS OF HYSTERIA.’ 
By CuHaARLEs L. Dana, M.D., 


PROFESSOR OF DISEASES OF THE NERVOUS SYSTEM IN THE NEW YORK POST-GRADUATE MEDICAL 8CHOOL, 


THE object of my paper is to report the results of a study of the anzs- 
thesias of hysteria. This is a subject upon which a good deal has been 


1 Read before the Association of American Physicians, May, 1890. 
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written ; but, as those familiar with hysteria will admit, there still remain 
many questions to be settled, and their importance, I think, need not be 
urged. Objective symptoms are always very greatly desired in medico- 
legal cases, as well for guidance in diagnosis and treatment, and anzs- 
thesia in some of its forms has the value of an objective symptom. The 
anesthesias found in hysteria may, it is true, be sometimes caused by 
organic disease; but this is not the case often, nor can organic disease 
ever present the same association of symptoms as those found in the 
profoundly marked cases of hysteria. 

I shall not go into any extended history of the study of hysterical 
anesthesia. The credit of initiating and carrying out investigations of 
the special-sense disorders belongs to Charcot, Galezowski, Landolt, 
Badal and Binet, Pichon, and Charcot’s pupils, Turetie, Guinon, and 
others. Special articles have appeared in Germany by Oppenheim, 
Thomsen, Moravesik, Babinsky, and Schiele. Among English writers, 
Thorburn, H. Griffith, Beevor, Bastian, and Buzzard, and in this coun- 
try, Putnam, Walton, W. O. Moore, Mitchell and de Schweinitz have 
made important contributions. 

My studies were made upon thirteen cases of hysteria, in men and 
women, of traumatic and non-traumatic origin. Most of them were cases 
under the observation for a long time of myself and other neurologists, 
and in all there was perfect agreement as to diagnosis, a diagnosis justi- 
fied in several cases by the subsequent complete recovery of the patients. 

The histories of my cases illustrate very well the four points in regard 
to hysteria which modern researches have tended to bring out. These 
are: 1. The comparative frequency of the disease in men. 2. The 
common characteristics of the disease, whether caused by shock, trauma, 
local irritations, or general depressing influences. 3. The presence of 
some of the objective symptoms or stigmata of the disease in all cases. 
4. The combination of true hysteria with organic disease. 

As I have stated, the class of symptoms which I particularly investi- 
gated was the anzsthesias. The hyperesthesias, pains, paralyses, tremors, 
spasms, crises, etc., are referred to incidentally, and not in detail. Nor 
have I time or space to give full reports of each case. I shall only pre- 
sent enough to justify my diagnosis. 

The points especially noted were the cutaneous sensations of touch, 
temperature, and pain, their disorders and the distribution of them, the 
muscular and articular sensations, the vision, hearing, taste, smell, and 
the reflexes. : 

The cutaneous, the muscular, and the articular sensations were exam- 
ined in the usual way. The deep sensibility was tested by thrusting 
needles into the periosteum and joints. The vision was tested for acuity, 
visual field, and color-seuse. The visual fields were tested with Emer- 
son’s perimeter. The fundus was examined by myself or others. Hearing 
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was tested for acuity both by aérial and bone-conduction. It was also 
tested for high notes by means of Galton’s whistle, and for low notes by 
means of a bass-viol string which gave a note of sixty to seventy vibra- 
tions per second. 

It will be seen that the persons whose histories I relate are not suf- 
ferers from the grand hysteria of La Salpétriére, with cycles of con- 
vulsive seizures. The patients were generally quiet, much depressed 
mentally, discouraged by suffering, lacking vitality, hopefulness, and 
volitional power. They were made ill by depressing influences, hard 
work, and poor food, or by injuries or profound mental shocks. Seven 
were men, and they were among the most typical cases. Nearly all 
were of foreign birth, or immediate descent, and generally of German, 
Polish, or Russian origin. 


Case I. Hysteria with anesthesia.—Woman, aged twenty-four years, 
cloak-maker, Hungarian. Childbirth, puerperal fever,.abdominal and 
ovarian neuralgia, odphorectomy. Symptoms date back three years to 
birth of a child and fever. Mental depression, apathy, general weak- 
ness, neuralgias, no paralysis. 

Sensory symptoms: Has analgesia and tactile anesthesia in patches 
over limbs. -Nothermo-anzsthesia or ataxia. . Ears: Vision good, visual 
field limited in both eyes, color-sense not tested. Hearing normal. Taste 
normal. Smell normal. Discharged unimproved, and is now in about 
the same condition. 

Case II. Hysterical hemianesthesia.—Moses S., aged fifty years, mar- 
ried, tailor, German. Family history negative. Personal history: has 
been in good health until seven years ago, then had headaches and nasal 
trouble. Three yeata ago had attacks of transitory neuralgia of infra- 
maxillary branch of tNgeminus with aphasia. Then had and still has 
occasional diplopia, impairing vision. Attacks of a syncopal character 
lastly developed, and obliged him to give up work and enter the Monte- 
fiore Home, June 2, 1889. 

Status presens: A small man, prematurely old, quiet manner. Slight 
weakness of right arm and leg; no facial or ocular paralyses. Sensa- 
tion—Cutaneous: Tactile and pain anesthesia on right side. Tem- 
perature-sense preserved on examination in June. Later (September) 
it disappeared. No loss of muscular or articular sensation ; no ataxia. 
Mucous membrane of mouth hemianesthetic; pharyngeal reflex not 
abolished on either side. Eye: Concentric limitation of visual field, 
more in right eye; no disturbance of color-sense. Fundus showed no 
special change; has a presbyopiceye. Ear: Some diminution of acuity 
of hearing in right ear, especially to bone-conduction. Limitation of 
hearing to high and low notes in right ear. Taste, hemiageusia. Smell, 
hemianosmic. Knee-jerk lessened, especially upon the right side. 

During the subsequent seven months the patient had attacks of the 
nature of spontaneous hypnotism. In one attack the Home physician, 
Dr. Ettinger, was suddenly called to patient, who was declared by the 
nurse to be dying. Pulse slow, strong, and full; temperature and color 
normal ; pupils normal ; pupillary reflexes preserved. State pronounced 
to be the hypnotic. Aroused by Lisatas into his face and irritating the 
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conjunctiva with the pulp of one finger. A few passes made over the 
eyes sufficed to cause the patient’s return to his former condition. 


Cuart I, 


Color perception perfect. Dacryocystitis. 


April, 1890: Patient still exhibits his hemi-paresis and anszsthesia, 
but 1s better of his hypnotic and neuralgic troubles, and is stronger. 


Case III. Hysterical anesthesia and vomiting.—Israel S., aged’ thirty- 
seven years, married, tailor,German. Family history negative. Per- 
sonal history: No illness until three years ago, when he began to suffer 
from headaches, left-sided pains, and attacks of vomiting. 

Entered the Montefiore Home June 12, 1887. From that time to 
September, 1889, he presented about the same fn 2 He vomited 


food daily, generally ten to fifteen minutes after taking it, and without 
nausea. Despite continual vomiting he lost no flesh. Has no crises 
except of vomiting and pains in head; mental condition depressed. 
Forced feeding, medicinal treatment, lavage, did little good. Weight 
continued 108 to 110 pounds. 

Sensation—Cutaneous: Complete bilateral analgesia, except in first 
branch of trigeminus, where it is less marked. Thermal sense not noted. 
Tactile anzesthesia over same area less complete. No muscular and no 
articular anesthesia. No ataxia. Eyes: Vision normal; concentric 
limitation of visual field of both eyes. Reflexes: Exaggerated knee- 
jerk. At one time he had retention of urine. ' 

Case IV. Hysterical paraplegia—Mrs. Mary D., aged twenty-eight 
years, widow, seamstress, Hungary. Family history negative. Per- 
sonal history: Well up to five years ago; first child at twenty years, 
normal labor; second pregnancy at twenty-third year, during it lost 
her husband suddenly ; labor at term was difficult, and was followed by 
much menorrhagia. Since that time has had three operations on the 
womb for lacerations, etc. February, 1889, double odphorectomy was 
performed. Since then she has been unable to walk; has attacks of 
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crying with sensation of complete powerlessness; has less pain than 
before operation. After admission she had hysterical convulsions which 
could be controlled by ovarian pressure. 

Status presens: A dark, sallow, anemic-looking woman; muscles well 
developed ; has incomplete paraplegia, and walks with great difficulty. 
Sensation—Cutaneous: Analgesia over right hand, and in patches over 
arm, less in left arm. A zone of anesthesia over abdomen between 
umbilicus and Poupart’s ligament. Loss of tactile sense is slight. No 
thermal or seit anzesthesia. Ear: Limitation of auditory field in 
left ear to high notes. Bone-conduction and low notes not tested. Eye: 
Visual acuity normal ; concentric limitation of visual fields of both eyes. 
Taste normal. Smell normal. Patient improved under hydrotherapy, 
pack and half-bath daily, and faradic brush. She was discharged cured 
in November, 1889. 

Case V. Hemianesthesia, brachial monoplegia.—Sarah C., aged twenty 
years, domestic, Galicia. Family history negative. Personal history: 
Good health until two years ago, then began to have attacks of vertigo, 
headache; would fall to the ground, sometimes with loss of conscious- 
ness. After some months she began to lose power in the left arm. A 
year ago entered Bellevue Hospital; here her seizures ceased under 
moral treatment, but after two months her monoplegia suddenly became 
complete. 

Status presens: Looks old for her age, muscular and adipose tissue 
well developed. Height five feet three inches; no disturbance of facial 
or ocular muscles. Pupils react normally. Complete flaccid paralysis 
of left arm; she cannot move arm, forearm, or fingers; no atrophy at 
ail, as shown by measurements. Electrical reactions show slight quan- 
titative diminution of sensibility and contractility of both currents. 
Sensation—Cutaneous: She has cutaneous hemianesthesia of the left 
side as far down as the knee. At one time it had included the whole 
of the left side. There is loss of tactile-, pain-, and temperature sense. 
Muscular and articular sense still somewhat retained; she knows the 
position and movements of her arms, but not of her fingers. Eyes: 
Concentric limitation of visual field of right eye. Amblyopia of left 
eye. She can see light, and, to a certain extent, form, but cannot recog- 
nize colors or distinguish the nature of objects. No disturbance of color- 
sense in right eye. Mucous membrane of mouth anesthetic. Pharyn- 
geal reflex absent on anzsthetic side only. Ears: Some deafness in left 
ear; watch heard at three inches from left ear, at ten inches from right 
ear. Slight bone-deafness. Marked deafness to high notes, as tested b 
Galton’s whistle, and to low notes, tested by bass-viol string. Smell, 
left hemianosmia. Taste, hemiageusia. Tendon-reflexes lessened on 
affected side; organic reflexes normal. Patient is depressed mentally, 
but is very anxious to get well, and has no crises. Has been hypnotized 
several times with no benefit; is improving under hydrotherapy and 
electricity and strychnine hypodermically. 

May 12. There is considerable return of motor power in the left arm ; 
at first there was much tremor, but it is subsiding with the increase of 
strength. Cutaneous sensations—arm and face: Tactile sense is slightly 
diminished, especially for localizing, but very light contact is felt with- 
out delay. Pain-sense is still nearly abolished. Temperature-sense is 
entirely absent to both heat and cold. Pain is felt, however, in the 
periosteum when the bone is struck by a needle. Weight-sense is im- 
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ired, but articular sensations, as tested by posing and coérdinating the 
imbs, are perfect. There is no ataxia. ision: ‘here is some dimness 
of vision in the right eye, but no loss of color-sense. In the left eye 
there is loss of color-sense, and almost complete loss of vision. She 
recognizes a light, and imperfectly a form, but cannot tell how many 
fingers are held up. With colored glass over this eye she has monocular 
diplopia on repeated tests. With colored glass over both eyes she has 
diplopia. With colored glass over both eyes she also insists that the 
image of the left eye is smaller—i.e., micropsia. The visual field is con- 
tracted most in the left eye, where there is also loss of color-sense. In 
the right eye there was a little change in the arrangement of the colors, 
but no inversion of formula, except that it was green, red, violet, instead 
of violet, green, red. Hearing to the watch in right ear at ten inches, 


II, 
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Color-sense absent in left eye. Field limited, with some changes in right eye, as 
shown by chart. The order of colors from within out was green, red, blue, violet, 
yellow. 


left ear three inches. Deafness to tuning-fork in left ear when vibrating 
on the teeth or the mastoid. Deafness in left ear to high note and low 
notes. 

Case VI. Hysterical paraplegit.—Fanny H., aged fifty-two years, 
widow, seamstress, Prussia. Family not neurotic. Personal history : 
Three convulsive seizures at the beginning of menstruation; menor- 
rhagia and various minor uterine troubles during her life; married 
twice, had one child and one miscarriage ; was anemic and overworked 
for some years prior to present iaenlias cone constipated, and had 
some rectal trouble from operation, to which she ascribes her present 
illness. This began in December, 1888, with severe lumbar and pelvic 
neuralgias. Tremor in arms developed rapidly, and, at the same time, 
weakness in the lower limbs. 


ll 
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Status presens, September, 1889, nearly a year after the disease began : 
She has paraparesis more in right leg, and walks with difficulty. Right 
arm weaker than left. A fine tremor increased on voluntary movement, 
most marked in right arm but somewhat in left. Ocular muscles nor- 
mal; no facial paralysis. Sensation—Cutaneous: Patches of analgesia 
over feet and ankles. No tactile or thermic anesthesia or ataxia. Knee- 
jerk somewhat exaggerated. Eyes: Vision good, slight temporal limi- 
tation of visual field in both eyes (65° in each). Ears: Hearing good. 
No bone-deafness or limitation of aural field. Taste normal. Smell 
normal. This patient improved steadily under treatment, and was dis- 
charged cured. The symptoms suggest multiple sclerosis, but the course 
of the disease disproves it. She was markedly neurotic and emotional, 
but had no crises. 

Case VII. Hysterical paraplegia.—Augusta K., aged forty years, 
widow, buttonhole-maker,German. Personal history : Since age of thirty- 
four has had occasional attacks of rheumatism. Has had nine children. 
No nervous disorder. Lost the use of the right arm for two months, and 
began to develop paraplegia and various forms of neuralgia, especially 
spinal. 

P Status presens, two years later: Patient is in good health, but flabby 

and anemic. Mentally depressed and melancholic. Paralysis so that 
she cannot walk except with support. No spasms or tremor. Muscles 
not atrophied except from disuse. Sensatson—Cutaneous: Bilateral 
analgesia and tactile anesthesia over four extremities, but not face; no 
thermo-anesthesia or ataxia. Eyes: Vision good. Pharyngeal reflex 
normal. This patient continued for nearly two years paraplegic and 
suffering from neuralgias and headaches, occasionally vomiting and 
dysuria. She is now very much improved, and her anzsthesias have 
disappeared. 

Case VIII. Hysterical incontinence and vomiting, hemianesthesia.— 
Fanny G., aged twenty years, single, seamstress, Russia. Family his- 
tory negative. Personal history: Had no special illness until her fif- 
teenth year. Then after exposure had dysuria and bloody urine. Suf- 
fered from this at intervals ever since. Came to the United States one 
and one-half years ago, and for two months was well; then suddenly 
developed cystitis and retention. Has had two vaginal operations and 
a ——— cystotomy done for relief of vesical pain, spasm, and 
cystitis, but with no success. 

Status presens, September, 1889: Patient is of small stature, somewhat 
thin. She remains in bed most of the time, and cries frequently on 
account of her pains. She is depressed and emotional, and tends, it is 
believed, to exaggerate greatly her sufferings. No paralyses or spas- 
modic symptoms. She has hysterical crisis of an emotional character. 
Sensation—Cutaneous: She has analgesia in patches over the extremities, 
more on the left side; no tactile or thermo-anesthesia or ataxia. Eyes: 
Vision good; field much limited concentrically in both eyes and de- 
cidedly. Other special senses normal. 

March, 1890, six months later: The patient’s bladder ceases to trouble 
her, and she now has obstinate vomiting. Sensation—Cutaneous: She 
has left hemianzsthesia to touch and pain, very slightly to temperature; 

haryngeal reflex absent on affected side. Eyes: Vision good, field 
imited, no disorder of color-sense. Smell normal. Taste normal. 
Hearing: Hyperzsthesia ; no limitation of field to high notes. 
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Case IX. Hemiplegia from injury ; hysterical anesthesia.—M. L., aged 
forty-seven years, married, German. Five years ago injured in right 
side of neck by an iron rod, causing, it is alleged, a perforating wound. 
Injury followed by right hemiplegia and right facial paralysis. Operated 
on by Dr. Robert Abbe for left tic douloureux with great temporary 
relief, the second branch of the fifth nerve being removed. 

Status presens, April, 1890: Patient is a well-nourished, healthy-looking 
man, complaining only of neuralgia in the left inferior maxillary nerve. 
He has paresis and some rigidity of the right arm. Dynamometer: 
right hand, 30; left,45. He has apparent paresis of left leg, but tested 
on pedometer he pushed 140 pounds with the left leg and 100 pounds 
with the right leg. No facial or ocular paralysis. Tendon-reflexes 
exaggerated on paretic side. Sensation—Cutaneous: Anesthesia of left 
side of face and right side of body and extremities. Left face: Loss of 
tactile and pain sense. Right arm and hand: Diminution of tactile and 

in sense ; retention of cold-sense and weight- and muscle-sense. Eyes: 

ision good, but is color-blind. Concentric limitation of visual field in 
both eyes; fundus normal. Taste: Left hemiageusia. Smell: Left 
hemianosmia. 

Case X. Traumatic hysteria, hemiplegia, and hemianesthesia.— Adolph 
N., aged fifty years, married, clerk, Moravia. Family history negative. 
Personal history: A man of nervous temperament but good habits, and 
no previous nervous disorder. Was struck on the head by a dead electric- 


CHart III. 


;. Inner circle shows limitation of visual field for colors. 


light wire, knocked down, taken in a semi-unconscious state to a hospital, 
= seth he was found to have right hemiplegia, except of face, eyes, and 
tongue, right-sided intention-tremor, right hemianzsthesia, mental de- 
pression ; no crises, knee-jerk lessened.’ Sensation—Cutaneous: Right 
side anesthesia most marked in extremities, well marked for pain and 
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cold, less marked for tactile sense ; no muscular or articular anzsthesia. 
Eyes: Decided limitation of visual field, especially in right eye. No 
loss of color-sense. Fundus normal. Hearing: Good to voice and 
watch in both ears, but complete bone-deafness in right ear, and deafness 
to high notes and to low notes. Smell: Left hemianosmia almost com- 
plete. Taste: Left hemiageusia. Pharyngeal reflex absent. 

Case XI. Hysterical paraplegia.—Mrs. K., aged thirty-two years, 
married, United States. Neurotic family. Had incontinence of urine 
and migraine as a girl. Married at nineteen; child born at twenty ; 
after this, better for several years. At the age of twenty-eight, pains in 
back and legs very severe, with weakness of lower limbs. as treated 
gynecologically for a long time. Nowhas paraparesis and pains in legs ; 
no bladder trouble, atrophy or anesthesia; knee-jerk normal. Has 
insomnia, nervous crises, finvitation of visual fields, but no color-change 
or auditory or other special-sense troubles. 

Case XII. Hysterical paraplegia, traumatic.—William B., aged 
twenty-six years, single, United States. Injured by fallin August, 1885. 
In St. Luke’s Hospital from October, 1885, to May, 1886, and had 
convulsive attacks there. Right hemiparesis, especially of leg; walks. 
with difficulty. No atrophy; but exaggerated knee-jerk and ankle- 
clonus. Slight analgesia, right leg and lower half of thigh, and right 
forearm and hands. Thermo-anesthesia over same area; contact-sense 
good. No muscular anesthesia. Concentric limitation of visual field ; 
scotoma for red (due to tobacco?). Fundus shows a tobacco-atrophy.’ 
Auditory field normal. No ageusia or anosmia. 

Case XIII. Traumatic hysteria, right hemiplegia, and hemi-anes- 
thesia.—August J., aged thirty a. mechanic, German. Personal 
history: Patient has had good health, good habits, no nervous disease. 
Injured slightly by electric wire in August, 1889; received no electric 
shock, but was extremely frightened. Next day headache, vertigo, 
mental confusion, insomnia, weakness in right arm and leg, with tremor. 
These increased. 

Status presens, October, 1889: Patient is a stout, florid-looking man ; 
has some weakness in right arm and leg; no facial or ocular paralysis. 
Sensation—Cutaneous : Patches of incomplete tactile and pain-anzsthesia 
on right forearm and fingers; right leg and foot showed also a slight 
degree of all forms of anzsthesia. No muscular or joint anzsthesia. 
Knee-jerks exaggerated, especially on right side; no clonus, Eyes: 
Vision good ; insufficiency of external recti muscles abd. 4, add. 18-20. 
Visual field limited in right eye, not in left; no amblyopia, color-sense 
normal. Ears: Slight deafness to watch in right ear, not in left; deaf- 
ness to high notes in right ear. Smell normal. Taste normal. 


A study of the symptoms observed in the foregoing cases shows us 
that the most constant form of sensory anesthesia is a limitation of the 
visual field. 

Next in order come disorders of the cutaneous sensations; and of 
these the pain-sense is oftenest affected, then the temperature, and last 
the tactile sense. 


1 The examination was made for me by Dr. W. H. Bates. 
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The muscular and articula~ sensibility is rarely involved, and hysteri- 
cal ataxia is rare. 

The color-sense is sometimes implicated, but the complete inversion of 
the formula was not seen ; color-blindness occurred in two cases. 

The peripheral field very easily tires for color, so that a patient who 
at first could recognize a color in the outer limit of the perimeter, after 
a short time ceases to do so. 

Limitation of the auditory field for high notes is common, and is 
usually associated with bone-deafness to some extent. Deafness to low 
notes is quite rare, but occurred in three cases. The auditory disturb- 
ances are much oftener observed in connection with hemianzsthesias. 

The pharyngeal reflex is usually absent un the anesthetic side in 
hemianzesthetic cases, but it was not absent on the sound side, nor was it 
absent with the less extensive bilateral anzsthesia of the skin. 

The knee-jerk in hysterical hemiplegia was diminished or even tem- 
porarily absent. In paraplegia it varied. 

Taste and smell were not lost except in the hemianzsthetic cases. 

The frequency of the anzsthetic symptoms may be summarized 
thus: 

1. Limitation of visual field. 

2. Cutaneous anzsthesia— 

(a) Pain. 
(b) Temperature. 
(ce) Tactile. 

3. Auditory disturbances: bone-deafness and limitations of field. 

4. Dyschromatopsia. 

5. Muscular and articular anzsthesia. 

I will add a few words now regarding some of the special forms of 
anzesthesia. 

The Cutaneous and Muscular Sensations.—The cutaneous anesthesias 
are distributed quite often in zones or patches upon the extremities, and 
in the glove or stocking-like distribution. But they are also often 
unilateral. 

The anzsthesia is more marked the more widely it is distributed, or 
the more rigidly it is confined to one side. Like hemiplegia, it may be 
deepest on the arm, and leave the leg and face before leaving the upper 
extremities. The profoundest types are nearly always associated with 
some paralysis and tremor, and when the muscular sensibility is involved 
the paralysis is still more surely present. 

These facts all seem to point to a common cortical seat for motor and 
sensory functions. 

The anesthesia, if unilateral, may be transferred by hypnotic sugges- 
tion or cutaneous irritation. I was never able to do this in my cases, 
however; but I did succeed in removing the anesthesia over certain 
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areas by the use of metal disks, and this furnishes a test of its func- 
tional character. 

The greater frequency of the loss of pain-sense in hysteria is, I think, 
a fact which other experimenters will confirm. 

The temperature-sense is more often disordered than actually lost. 

The tactile sense is usually a little affected in most cases, but it often 
remains relatively good long after pain-sense has disappeared. 

Hysterical ataxia does, I know, occur; but it seems to be relatively 
rare, and was absent in all my cases. Even in profound types of hemi- 
anesthesia with hemiplegia, the position of the limb may be appreciated 
by the patient. 

In general, it may be said that the hysterical monoplegias and hemi- 
plegias carry with them the profounder sensory disturbances. In hys- 
terical paraplegia often no anesthetic disorder is discoverable. Such 
cases are, in fact, rather functional spinal disorders than cortical or 
“ ideal” paralyses like the hemi- and mono-plegias. 

Anesthetic hysteria is usually associated also with much mental 
depression. 

A word, finally, in regard to the methods and difficulties of the 
examinations. In making the tests for anesthesia in hysterical persons 
the greatest care has to be taken. Patients are often refractory, or soon 
get tired and become perverse and untrustworthy. 

The examination of the skin and deeper sensations does not present 
so much difficulty. The eye-test, however, requires extra care. It 
must be remembered that an apparent limitation of the visual field 
may be due to stupidity or perverseness, or it may be due to re- 
fractive errors, to optic atrophy, or other organic eye-disease. Ziem 
has asserted that it occurs in diseases of the nose and antrum (Berl. 
klin. Wochenschr., xxv. p. 37, 1888 ; Deutsche med. Wochenschr., xv. p. 5, 
1889); Moravesik (Neurol. Centralbl., 1890, p. 230) shows that the 
visual field may, in hypnotized persons, be enlarged through the influ- 
ence of cutaneous, auditory, or odorous sensations, and that it may be 
contracted by depressing, and enlarged by pleasurable emotions. 

A point in visual examinations of the field, also of importance, is the 
intensity of the light. Persons with a contracted field for a white disk 
have a large field for a bright light; and by using bright-colored lights 
very different perimetric charts will be obtained. 

The symptom of contraction of the visual field, therefore, is one whose 
significance must be closely weighed. 

I have made this examination in a large number of neurasthenic 
persons, and a few epileptics, and in a case of paralysis agitans and 
Basedow’s disease ; I did not find any limitation, and the investigations 
of others also tend to show that it is not found in the neurasthenias or 
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There have not been many studies yet of the limitation of the auditory 
field, particularly for low notes. In testing here it must be remembered 
that some people are born deaf for high notes, and that in ordinary 
partial deafness the hearing of high notes may be most impaired. 

The test of hearing for low notes has been often made by me, and 
deafness rarely discovered, but it certainly is present sometimes. Bone- 
deafness usually accompanies the limited auditory field. . 

In conclusion, I have hoped to bring out some further facts which 
will give more certainty to our knowledge of the stigmata of hysteria, 
and enable us to speak with greater confidence of its existence. 

The characteristics of hysterical anzsthesia are : 

1. Its frequent presence in the retinal field, and its peculiar distribu- 
tion here. 

2. Its distribution on the skin, affecting first the pain-nerves, and 
its modification, disappearance, or transfer by metals, or suggestion, or 
cutaneous irritants. 

3. Its peculiar involvement of the auditory nerve, causing deafness to 
high and even low notes, as well as its dulling the hearing generally. 

4. The rarity of muscular and articular anzsthesia, except in con- 
nection with profound paralysis. 

5. The involvement of the taste and smell. 
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SOME CONSIDERATIONS IN REGARD TO ACUTE OBSTRUC- 
TIVE DISEASES OF THE LUNGS.' 


By ANDREW H. Smiru, M.D., 
NEW YOPK ; 


PHYSICIAN TO THE PRESBYTERIAN HOSPITAL, PROFESSOR OF CLINICAL MEDICINE AND THERAPEUTICS AT 
THE POST-GRADUATE MEDICAL SCHOOL, ETC. 


WHENEVER there is obstruction of the pulmonary circulation, the 
labor of the right heart is necessarily increased. In proportion to its 
inability to overcome the obstruction there will be an accumulation of 
blood in the venous system. Excess of blood in the veins implies 
deficiency in the arteries, and hence this class of affections is character- 
ized by an unequal division of the blood between the venous circulation 
and the arterial. 

This condition has extremely important consequences, especially in 
acute pulmonary affections. In these we study the pulse with the 
greatest solicitude to judge how the heart, as we say, is supporting the 
struggle. But the arterial pulse gives no indication of the immediate 
peril, for it is not the left heart that is bearing the brunt of the battle. 
The pulse tells its story only at second-hand. It may be small and 
weak, but it is chiefly because the left heart does not receive enough 
blood from the lungs to fill its chambers and to distend the arteries. 

The trouble is not in lack of propelling power so much as in deficiency 
of blood to be propelled. 

But if, instead of feeling the radial pulse, we could lay our finger 
upon the pulmonary artery, we should obtain information vastly more 
to the point. We should then be able to appreciate the degree of pul- 
monary obstruction by the fulness of the vessel, and to rate the power 
of the right ventricle by the force of the arterial beat. And in the 
relation of these two factors one to the other is involved the issue of 
the case. Increasing obstruction with decreasing right-heart power 
means death; decreasing obstruction with sustained right-heart power 
gives promise of recovery. It is a question with which the left heart, 
and therefore the radial pulse, has almost nothing to do. For the peril 
is not from general exhaustion, as for example in fever, nor from failure 
of the heart as a whole, as in some cases of infection, but specifically 
from tiring out of the right heart in its effort to unload the venous cir- 
culation through the obstructed vessels of the lungs. 

Now, while we cannot place our finger upon the pulmonary artery, 
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we can obtain nearly the same information by applying the stethoscope 
over the pulmonary valve. Owing to anatomical conditions which it is 
not necessary to describe, it is entirely practicable to separate the pul- 
monary-valve sounds from the aortic, and by means of auscultation to 
study the peculiarities of the former as indicating the condition of the 
pulmonary circulation. 

Unfortunately, however, in some cases the valve-sounds are masked 
by bronchial rales, so that it may be impossible to appreciate them 
accurately. But even in the most rapid breathing there are brief inter- 
vals during which the practised ear may nearly always gather the 
required information. 

Now if we note carefully the sound of the pulmonary valve in, for 
example, a case of pneumonia, we shall find that at the outset, while the 
right ventricle is still in vigorous action, this sound is especially clear 
and sharp, indicating a quick and strong recoil of the pulmonary artery 
following the ventricular systole. This sharp recoil is due to unusual 
distention of the vessel, and this in turn is due to the resistance which 
the blood meets in passing through the lungs. 

If the case is to terminate favorably this accentuation of the pul- 
monary sound will probably continue through the whole course of the 
disease, becoming less marked as the obstruction in the lung decreases. 
But in cases of increasing severity, and with an unfavorable tendency, 
a time soon comes when not only this accentuation is lost, but the normal 
intensity of the valve-sound is lessened, the sound becoming weaker and 
weaker, until it ceases to be heard. This means, not that the obstruc- 
tion has become less, but simply that the muscular power of the right 
ventricle has become exhausted with the labor exacted of it. The blood 
is no longer driven into the artery with sufficient force to distend it, 
and there is not enough recoil to bring the valve-cusps together with an 
audible sound. 

When this point is reached, the end is not far off. The weakened 
right heart favors still greater pulmonary obstruction, and this in turn 
adds to the burden of the right ventricle, thus completing the vicious 
circle. The struggles of the ventricle become feebler and feebler, 
while the tension within its cavity constantly increases, as the blood 
presses into it from behind. At last there comes a moment when the 
overtaxed muscle cannot summon the energy for another contraction, 
and its action ceases in diastole. 

The steps which lead up to this result are in a great degree traceable 
by symptoms and physical signs. First of all, there are auscultatory 
and other signs of pulmonary obstruction; then come signs of general 
venous congestion. The distended right auricle may be traceable by 
percussion, or even may be seen pulsating at the right of the sternum. 
An increased area of cardiac dulness extending toward the xiphoid 
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cartilage indicates the repletion of the right ventricle, and in spare 
subjects the labored beating of this may be felt by pressing the fingers 
under the costal cartilages. The tense, hard pulse of inflammation is 
replaced by the small creeping pulse of arterial depletion. The super- 
ficial veins are seen to be unusually prominent, and the liver is enlarged, 
The spleen also is increased in size, and evidence of intestinal conges- 
tion may be afforded by copious diarrhea. 

Proof ot passive hyperemia of the kidneys is found in lessened excre- 
tion and albuminuria. Thus all things combine to indicate a general 
preponderance of blood in the venous side of the circulation, the result 
which we should naturally expect from a retardation of the blood in the 
pulmonary vessels. 

Now, what is the indication for treatment to be derived from this 
accumulation of blood in the venous system? Manifestly it is to di- 
minish in every safe and proper way the disparity between the venous 
and the arterial supply. Formerly this was attempted by copious bleed- 
ings, which, however, were practised rather as a general antiphlogistic 
measure than with any exact notion of the mechanical conditions 
present. Certain it is, that the practice often resulted in at least tem- 
porary relief, which was ascribed to subduing the inflammation. With- 
drawing a large amount of blood from the venous system would naturally 
bring relief to the congested lungs, and give a brief respite to the over- 
worked right ventricle. In a certain proportion of cases this would be 
enough to bridge over a critical period, and I do not doubt that many 
cases were saved in those days by the lancet. Nor do I doubt that the 
entire abandonment of venesection at the present day is an excessive 
reaction from the sanguinary treatment of those diseases which were 
common in the early part of this century. 

But in the majority of cases the beneficial effects of venesection can 
be obtained hy other and less objectionable means. 

Instead of diminishing the whole mass of blood we can bring about a 
more even distribution of it between the venous and arterial systems, 
and thus relieve in a measure the engorgement of the former. 

As preliminary, however, to the consideration of more direct means 
to this end, I would call attention to the importance of regulating the 
quantity and the quality of the diet in reference to the changed condi- 
tions of congestion and hzmatosis. 

The anxiety “to keep up the strength ” and the apprehension excited 
by the small and feeble radial pulse are apt to suggest the administra- 
tion of more food than is beneficial or necessary. We forget that the 
digestive organs are not in a condition to do the work demanded of them 
in health, and also that the pulmonary obstruction interferes with the 
process of heematosis. Giving an excess of food therefore entails a 
double embarrassment. There is the burden arising from undigested 
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food in the stomach, giving rise to flatulent distention, and thus rendering 
respiration more difficult ; and there is also the risk of loading the blood 
with more nutritive material than the imperfect respiration can act upon 
in the process of sanguification. In regard to this latter point, I think 
it more important than it generally appears to have been regarded. We 
are too apt to consider only how much food can be digested and absorbed, 
and to overlook the fact that before the food so absorbed can really con- 
tribute to the sustenance of the body or add to the strength of the 
patient, it must undergo a process uf assimilation, a process in which 
respiration plays an important part. The introduction into the venous 
current of more nutritive material than can be fully acted upon through 
the agency of the respiration, not only fails to add to nutrition, but is 
a positive burden to the already overtaxed vital powers. Such excess 
must be thrown out of the system, and vital energy must be expended 
in getting rid of it; and meantime it is everywhere a hindrance to the 
vital functions. 

Now it is precisely those alimentary substances which we would select 
on account of the ease with which they are digested and absorbed which 
for the same reason are most likely to be taken into the circulation in 
harmful excess. In this view it might even be better for the patient, if 
he must be overfed, that his food should be of a less digestible character, 
as the excess would do less harm in the alimentary canal than in the 
bloodvessels. We are apt to give freely of albuminous substances, and 
too often the instinctive craving for simple water to dilute the blood and 
facilitate its passage through the lungs is met by the constant proffer of 
milk, beef-tea, etc., in which the water is spoiled for nature’s purpose by 
the addition of unnecessary food. 

If then we find albumin in the urine we refer it to the congestion of 
the kidneys, instead of regarding it as an indication that the blood is 
surcharged with the products of digestion. 

In view of these facts it becomes necessary to observe closely the effects 
of the nourishment given, and to assure ourselves, not only that the 
food is properly digested, but that it does not increase the embarrassment 
under which all the functions of the body, and especially the respiration, 
are laboring. 

I am strongly of the opinion that if we study our cases closely with 
this in view we shall find more justification than we were prepared to 
admit for the very restricted diet which formerly was so much in vogue 
in the management of acute diseases of the respiratory organs. The 
danger here, let me repeat, is not from general exhaustion. It takes 
time to bring this about, as we see demonstrated even under the exhaust- 
ing conditions of typhoid fever. But in the case before us the vital 
machine, as a whole, is clogged ; it is only the right heart that is exhausted, 
and this not because it is underfed, but because it is overworked. Let 
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us be watchful then, that the nutriment we force upon the patient does 
not add at once to the clogging and the overwork. 

But there is one form of food which is lesa liable than most others to 
defective assimilation, and this is alcohol. I say food advisedly, for, 
notwithstanding all that has been said to the contrary, I believe that in 
reasonable quantity it acts as such. 

Alcohol is easily taken into the circulation, is easily oxidized, and 
any excess is readily disposed of by the emunctories, instead of remaining 
to embarrass the vital processes. Moreover, it retards tissue-change, 
and thus lessens the amount of carbon dioxide which the lungs are 
required to dispose of. The use of alcohol as a food in these cases is 
justified, therefore, as fully by its physiological action as by its chemical 
effects. But aside from its nutritive value, its stimulating action is of 
the greatest importance. Nothing else meets the indications so fully 
when depression of the nervous system is pronounced. Especially in 
pneumonia, when under the shock of the infection we find the patient 
delirious, with tremor and all the evidence of nervous exhaustion, the 
liberal use of alcohol is emphatically called for. But there is still an- 
other action of alcohol which, in my judgment, adds greatly to its value ; 
I refer to its power to relax the arterial system. And this brings us to 
the consideration of the class of medicines which are distinguished by 
this property. Chief among these are the nitrites, but the property is 
shared in a less degree by numerous other remedies and notably by 
aconite, the value of which in inflammatory diseases accompanied by 
high arterial tension is now universally admitted. It was in connection 
with this drug that the idea of “ bleeding a patient into his own vessels” 
was first suggested, and the phrase well expresses the peculiar action of 
this class of medicines. By their specific effect either upon the vaso- 
motor nerves or directly upon the muscular fibre of the vessels, they 
cause a relaxation of the muscular coat and a consequent dilatation of 
the whole arterial system. The change in capacity which may be effected 
in this manner is much greater than is generally believed. On this point 
Ringer says, “It has been shown that the vascular system is always in 
a state of semi-contraction, and that by paralyzing the vaso-motor nerves 
it is possible to double its capacity.” An effect much short of this would 
be sufficient to produce a vast difference in the dynamics of the circula- 
tion, and to afford a large measure of relief to the over-distended venous 
system. 

It is in this way, I contend, that we should direct our efforts in cases 
involving pulmonary obstruction. I am aware that there is an opinion 
prevalent that these drugs are contra-indicated when there is feebleness 
of the heart’s action; and there are many practitioners who would 
regard, with a feeling akin to horror, the administration of nitro- 
glycerin, for example, when the pulse is notably small and frequent. 
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If the condition broadly but vaguely described as heart-failure were 
thought to be impending, the administration of such a drug would be 
looked upon by them as a sort of coup de gréce. And so it might prove 
to be, if the feebleness of the pulse were due simply to general adyna- 
mia. But the case is altogether different when it is a mechanical rather 
than a vital condition we have to deal with. By increasing the capacity 
of the arteries we relieve the veins by exactly the amount of this in- 
crease. Lessening the pressure in the veins lessens pari passu the pres- 
sure in the pulmonary circulation, and with it the tumefaction of the 
mucous membrane and the tendency to exudation into the air-passages. 
Relief to the respiration and lightening of the labor of the right heart 
are the immediate consequence. . 

Now this is one of the results of the administration of alcohol. Its 
action upon the pulse in these cases is to make it large and soft; in 
other words, to give it the character of a low-tension pulse, the so-called 
“brandy-pulse;” and in this increase of the arterial capacity lies, in 
my judgment, a large share of the value of this agent. 

But we should not rest here. In urgent cases we should supply more 
powerful arterial relaxants, such as nitro-glycerin, and the potassium 
and sodium nitrites. Fraser has found nitro-glycerin extremely useful 
in relieving the dyspnea in bronchitis, and he explains its action by 
assuming that there is in these cases a spasm of the bronchial tubes 
which is relieved by the drug. But the action on the vessels seems to 
me to afford a much more probable explanation. Again and again I 
have seen a patient with pneumonia, somnolent or even comatose, with 
the face gray, the lips livid, the respiration superficial and from 50 to 
60 per minute, and the chest everywhere full of moist rales, but never- 
theless rescued from this apparently hopeless condition by drop doses 
of a one per cent. solution of nitro-glycerin administered every fifteen 
or thirty minutes. Here the theory of spasm could scarcely be enter- 
tained, but the relief comes from the transference of a mass of blood 
from the veins into the arteries. 

The sodium or potassium nitrite has the advantage of producing a 
more enduring effect than nitro-glycerin, and may be found preferable 
on that account. 

Digitalis is often given in this condition, but it seems to me to be 
clearly contra-indicated by its tendency to diminish the vascular area. 
Its action is to empty the arteries into the veins, whereas our efforts 
should be to empty the veins into the arteries. Its administration pro- 
ceeds upon the wrong assumption that the heart as a whole, and not the 
right heart alone, is in danger of exhaustion. Without giving any ex- 
planation of his observation, Loomis says that in pneumonia digitalis 
does more harm than good ; and, barring exceptional conditions, I cor- 
dially agree with him. It cannot restore contractility to the paralyzed 
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vessels of the affected part; on the contrary, it serves only to distend 
them more by increasing the tension in the unaffected vessels with which 
they communicate. The energy it imparts to the heart is in proportion 
to the muscular tissue acted upon, and, therefore, is twice as great on 
the left side as on the right. But the left heart has already an undue 
advantage over its fellow, and only harm can come from further increasing 
the unequilibrium. Yet digitalis may do good in those cases of pneu- 
monia marked by high temperature and great nervous exhaustion, and 
in which the condition is due to the intensity of the infection, and not 
to pulmonary obstruction. Here the heart as a whole is in danger of 
failing, and the tonic property of the digitalis may be .of essential 
service. 

Much benetit may be derived in some cases of pulmonary obstruction 
from the inhalation of oxygen gas. It is not only that the aération of 
the blood is improved for the time being, but the pulmonary circulation 
is facilitated by this improvement. This is shown in pulmonary cedema, 
or, still more notably, in bronchitis, in the speedy decrease in the moist 
rales which often follows the inhalation of the gas. The influence of 
asphyxia in obstructing the pulmonary circulation is an elementary fact 
in pathology, and is exemplified in a less degree in the class of cases we 
are considering. Here again a vicious circle exists: congestion and 
effusion prevent proper aération of the blood ; imperfect aération of the 
blood aggravates congestion and effusion. This circle is broken with 
the breaking of either of the segments of which it is composed. We 
strike at the congestion when we administer vaso-dilators; and at the 
imperfect aération when we give inhalations of oxygen. A combination 
of the two methods will be successful in a considerable number of 
apparently desperate cases. 

Finally, there are certain mechanical expedients to which we may 
resort before we abandon all hope of relieving the patient. One of 
these is artificial respiration. Just as the right heart becomes fagged 
by the unusual labor demanded of it, so the respiratory muscles become 
wearied out by the heavy task imposed upon them. But more serious 
than the muscular fatigue which interferes with inspiration is the sodden 
and inelastic condition of the lung, which hinders its retraction in 
expiration. The result of the combined conditions is an exceedingly 
superficial and, therefore, very frequent breathing, which rapidly ex- 
hausts the remaining strength. 

Artificial respiration may do much, where this is the case, to supple- 
ment the efforts of the patient. It is best performed by two persons, 
one of whom draws the arms steadily upward over the head until the 
maximum of inspiration is obtained, when the traction being relaxed 
the other presses with both hands firmly upon the lower part of the 
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chest in a direction backward and toward the median line, thus dimin- 
ishing both the depth and breadth of the thorax. This latter manceuvre 
will probably result in the expulsion of froth from the nose and mouth, 
which should be wiped away before the pressure on the chest is relaxed. 
By alternating these movements not only will a greater amount of air 
be taken into the lungs, but a considerable quantity of mucus, etc., will 
be removed. At the same time the assistance to the circulation which 
the respiratory movements naturally afford will be imitated, and the 
intra-thoracic vessels will be relieved of some of the blood with which 
they are distended. 

In a certain proportion of cases the relief obtained by this aid to 
respiration will tide over a critical period. 

Still another mechanical expedient may be resorted to in an emer- 
gency. This is placing ligatures about the limbs sufficiently tightly to 
interrupt the return of the venous blood. This, for the time being, is 
equivalent to a venesection, but the danger of inducing thrombosis 
must not be lost sight of. This may be lessened, if not avoided, by 
tying up and releasing the several limbs in succession. 


RECAPITULATION. 


1. In acute pulmonary obstruction, the danger being from exhaustion 
of the right heart, the pulse at the wrist does not give reliable indications 


as to the gravity of the condition. 

2. This can be appreciated more correctly by studying the pulmonary 
circulation by the aid of the pulmonary-valve sound. 

3. Marked accentuation of the pulmonary-valve sound indicates a 
fairly-vigorous right heart laboring to overcome resistance in the pul- 
monary circulation. 

4. Decrease of a previously existing accentuation with only moderate 
dyspnea indicates decrease of pulmonary obstruction. 

5. Decrease of accentuation with increase of respiratory distress indi- 
cates that the right heart is becoming exhausted. 

6. Relief is to be sought: a, by regulating the diet in conformity with 
the diminished power of digestion and sanguification ; b, by the use of 
medicines which dilate the arteries and promote transference of blood 
to them from the veins; ¢, by the inhalation of oxygen gas; d, by arti- 
ficial respiration ; e, by placing ligatures about the extremities in order 
to retain the blood in them and prevent its return to the heart. 


| 
| 
| 
| 
| 
| 
| 
| 
| 
| 


REVIEWS. 


CONTRIBUTION A L’ETUDE DE LA SYRINGOMYELIE, PAR LE DocTEUR 
I. Paris: 1890. 
A CONTRIBUTION TO THE STUDY OF SYRINGOMYELIA. By I. BRuHL, M.D. 


THE word syringomyelia, we are told by Dr. Bruhl, was coined by 
Ollivier, who used it for the first time in 1837, in his treatise on the 
spinal cord. He applied the term, in a general way, to any canal or 
cavity in the interior of the cord, because he considered the presence 
of a central canal in the cord as always pathological. But Stilling, in 
1859, corrected this erroneous view. He maintained that the central 
canal has a constant existence, an opinion which is now known to be 
right. The central canal of the cord being admitted, the word syringo- 
myelia, in the sense of Ollivier, had no longer a raison d’étre, and the 
word fell into disuse. It was replaced by the word hydromyelia, but the 
knowledge of the true pathological processes causing cavities in the cord 
was yet for a while in hopeless confusion. This confusion was increased 
when it was found that cavities are formed by disease in the cord, in 


complete es, purr gs of the normal central canal ; and again, that the 
normal central canal may sometimes be dilated by disease into cavities. 


Simon, in 1875, arranged the subject in an orderly way. He observed 
that intramedullary cavities coexist with vascular tumors, to which he 
gave the name of vascular gliomata, and that the cavity results from the 
softening of the glioma. To avoid confusion, he proposed to restrict the 
term hydromyelia to a dilatation of the pont 9 canal from whatever 
cause; and to use the word syringomyelia to designate cavities formed in 
gliomatous material in any part of the cord. These views and this 
plan were endorsed by Westphal. It is thus seen that the discussion 
of terms, as is its wont, did not end until the observation of facts began. 
The works of Simon and Westphal stimulated the pathological and 
anatomical studies of these nine. until we have now a certain 
amount of definite information, and can afford to let terms, neither of 
which are altogether pleasing or apposite, take the places designated 
for them. We have now come to the period when syringomyelia 
appears to be generally recognized as a disease-entity, and accordingly 
to have entered fully into its clinical phase. 

The work of Dr. Brubl is devoted to a lucid and exhaustive discussion 
of the whole of this important subject, and is a conspicuous example of 
a class of works in which the French excel. We mean elaborate mono- 
graphs upon special themes, and which are of much interest and impor- 
tance to us in this country, who are too apt to rely upon journal articles 
and over-crowded text-books for our knowledge. 

The part of Dr. Bruhl’s work which has interested us most is the 
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chapter on symptoms. We had an idea that the symptoms of syrin-, 
gomyelia are very “mixed” and indefinite—in fact, that it is often im- 
ible to determine in life the existence of this lesion. This is chiefly 
ecause of the various positions in the cord which the cavity may occupy, 
and hence the very great variety of symptoms to which it may give rise. 
In this respect we judged it to be like other adventitious products in the 
cord, which may originate many combinations of symptoms, according 
to the level and the area which they occupy. We were, therefore, scarcely 
prepared for the classified list of symptoms which the author presents as 
characteristic. As the subject is important, we briefly give the list. Dr. 
Bruhl makes two divisions: (1) The “ intrinsic,” including, first, the 
symptoms of anterior poliomyelitis, especially progressive muscular 
atrophy of the so-called Aran-Duchenne type. Second, symptoms of 
posterior poliomyelitis, causing anesthesia to pain, and to heat and cold, 
without abolition of tactile sensibility and the muscular sense. This is 
what Professor Charcot has called the dissociation symptom of syringo- 
myelia, and, as it is claimed to be especially characteristic, it deserves 
especial notice. Third, symptoms of median poliomyelitis, such as 
trophic disorders of various kinds. These three groups of symptoms are 
what mark syringomyelia as a distinct disease. The second division, 
or (2) “extrinsic” symptoms, contains only such as complicate and dis- 
figure this clear clinical picture. These are, first, spastic paralysis, due 
to sclerosis of the lateral tracts; and, second, symptoms of locomotor 
ataxia due to involvement of the posterior white matter. The author 
describes these various symptoms in detail, and, it is but fair to say, makes 
judicious allowance for variations and exceptions in clinical experience. 
The impression made upon us is that he includes so much in his sympto- 
matology, making room, in fact, as he does in the above list, for every 
isolated symptom as well as for all systemic diseases of the cord, that 
while it looks very fair in a well-arranged table, in clear type, it will, 
nevertheless, be possible to include within these wide limits widely dif- 
fering diseases, and that the subject is not yet sufficiently simplified to 
insure in every case even an approximation to a positive diagnosis, in 
the hands of the most expert. If this opinion, which we think will be 
shared by many clinicians, shall prove to be incorrect, we believe the 
vd will be due in some measure to the carefully-written book now 
ore us. 

Dr. Bruhl’s chapters on the pathological anatomy and pathogeny of 
pgs se age are also of great interest. He passes briefly in review all 
the opinions and theories which have been held by eminent observers 
upon these subjects, and announces early his own opinion that the term 
syringomyelia should be restricted to the cavity formed in gliomatous 
material. Hence, his book is really a treatise on what would more ap- 
propriately be called gliomatosis of the spinal cord—a term employed not 
infrequently by Dr. Bruhl himself. This condition, according to Ley- 
den, is probably congenital in the great majority of cases, and to be 
understood intelligently must be traced back to the embryonal period of 
the cord. When the primitive groove in the embryo is closed in by the 

rowth and junction of the postero-lateral columns a small canal is 
eft, which persists as the central canal of the cord. This canal is sur- 
rounded by a translucent embryonal tissue, which persists for a long 
time, or is gradually ciamathalall into neuroglia. This tissue is almost, 
if not quite identical, as the author shows, both microscopically and 
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chemically, with neuroglia—and, what is practically the same, with 
glioma. Tn this gray tissue, which especially surrounds the central 
canal, the process of cell-proliferation—which has been called glioma- 
tosis—occurs. It probably occurs especially in cases in which there has 
been some congenital defect in the closing in of the primitive groove 
forming the cord. The cell-growth may in some cases result in veritable 
tumors, while more commonly the new tissue softens at the centre, various 
sized and shaped cavities resulting. These cavities r ay or may not be 
connected with the central canal—if they are, they show some remains 
of epithelial tissue. It is thus seen that the important pathological fact 
is the embryonal origin of the disorder in a proliferation of gliomatous 
tissue, which has been, as it were, “left over” —and that the connection 
or not with the central canal is of secondary importance. It is not 
denied that cavities may be formed in the cord in other ways, as, for 
instance, by a limited hemorrhage, or possibly by a circumscribed 
myelitis, but these lesions are not to be confounded with syringomyelia, 
the result of gliomatous changes. We have given here the opinion, not 
exactly as expressed, of Dr. Bruhl, and as held especially by those who 
accept Leyden’s view of the congenital origin of syringomyelia—with 
which view our author is rama in accord, as he speaks of syringo- 
myelia as a disease of evolution. The absence of predisposing causes, 
the commencement in early life, and the slow progress of the disease, 
favor this view. It is almost needless to say that the prognosis of the 
disease is not good, and that treatment is not of much do 

Dr. Bruhl’s book is enriched by the reports in detail of thirty-six 
cases, some of them published now for the first time, and some of them 
the results of his own personal observations. A very copious bibliography 
is also attached. The work is altogether a notable contribution to the 
study of the subject of which it treats. J. H. L. 


HyYsTEROPEXIE ABDOMINALE ANTERIEURE ET OPERATIONS SUS-PUBIENNES 
DANS LES RETRO-DEVIATIONS DE L’UTERUS. Par MARCEL BAUDOUIN, 
Avec Vingt-deux Figures dans le Texte. Paris: Aux Bureaux du Progrés 
Médical. 

ANTERIOR ABDOMINAL HYSTEROPEXY AND SUPRA-PUBIC OPERATIONS 
FOR RETRO-DEVIATIONS OF THE UTERUS. By MARCEL BAUDOUIN. 
Pp. x., 414. 


To many persons with whom even the name of the operation described 
in this work is a stranger, it would indicate remarkable fertility of re- 
sources that one should be able to write a book of 414 pages upon this 
subject. The name, indeed, is ultra-modern, and the synonym, hysteror- 
rhaphy, by which the operation is best known to English and American 
readers, is equally modern. Indeed, the author, claiming French parent- 
age for the operation (and what French writer does not claim such 
parentage for most surgical procedures that have been launched in 
recent years ?) can give it no more respectable antiquity than 1869, when 
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it was performed by Kéberlé. A synopsis of the book yields the follow- 
ing data : 

iscussion as to the terminology of the operation, preference being 
accorded to the phrase anterior abdominal hysteropexy. 

History of the operation with its modifications. 

Description of the various types of hysteropexy, both intra-peritoneal 
and extra-peritoneal. 

Contrast of the operation with those operations and means which have 
been proposed as substitutes, including the use of pessaries, and the 
various methods for fixing the uterus in proper position by operative 
procedures upon the broad, round, and utero-sacral ligaments, and by 
the attachment of the uterus to the bladder. 

Value of the operation judged by the record of 233 published cases. 

Comparative value of this operation with its substitutes, preference 
being given to this operation. Table of cases, bibliography, etc. 

The conclusion has gradually been forcing itself upon the minds of 
gynecologists that retro-deviations of the uterus are very imperfectly 
and unsatisfactorily treated, in the main, by means of pessaries. They 
often make matters worse, occasionally relieve symptoms, seldom effect a 
radical cure. We do not mean that a cure is impossible by their use ; 
we have seen cures. 

A break in the direction of more effective treatment came with the 
Alexander operation, which is often difficult to perform, frequently is 
performed imperfectly, and sometimes fails to cure under the most skil- 
ful surgery. As the surgery of the abdominal cavity developed, espe- 
cially the surgery of the tubes and ovaries, and the fear of peritonitis 
disappeared under antiseptic or cleanly manipulations, the opportunity 
was presented for the great variety of procedures which seemed to offer 
definite prospects of curing retro-deviations of the uterus, whether the 
organ were mobile or fixed by adhesions and exudates. It is not neces- 
sary to describe or even mention the great number of propositions vary- 
ing only slightly from one another for securing the uterus to the anterior 
abdominal wall. They are none of them especially difficult of accom- 
plishment, the principle in all is the securing of adhesive union between 
the peritoneum covering the anterior aspect of the uterus and the con- 
tiguous peritoneum of the anterior abdominal wall by sutures including 
more or less of the uterine tissue and more or less of the tissue of the 
anterior abdominal wall, abdominal section being presupposed, of course, 
and the sutures being removed as soon as firm adhesion was supposed to 
have occurred. There are many objections to this operation: first of 
all, it violates anatomy, fundamentally, by substituting one vicious posi- 
tion for another. This, we admit, is not universally an insuperable 
objection, for a number of examples will at once recur in which such a 
makeshift has been the best that art could do with the materials and 
conditions at hand. Another objection is, that in a great many cases 
the success of the operation will be transient. There is not a little testi- 
mony on the part of those who have done the operation repeatedly that 
the area of attachment gives way. The recent history of the radical 
operations for hernia would lead us to expect such a result. Moreover, 
what is the bond of attachment but plastic matter, which like plastic 
matter elsewhere degenerates, is Fiscal my disappears? Then if there is 


no other support the organ will sy Bicep to its old position. The 


supervention of pregnancy need not be a serious objection in so far as 
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position is concerned, for the enlarging organ, even if it broke from its 
mooring, might have sufficient firmness to prevent backward displace- 
ment. The irritation which might lead to miscarriage is an evil of a 
different character concerning which sufficient evidence has not been 
adduced to satisfy us that it is altogether theoretical. So of the possible 
displacement andl irritation of the bladder, the proof is not yet sufficient 
that evils of this character would not occur. 

Preferable to this operation, as it seems to us, assuming that it is decided 
to treat the uterine displacement through the medium of an abdominal 
section, are the operations upon the uterine ligaments. In this opinion 
we are at variance with the author. If the tubes and ovaries have 
been removed we can hardly see the necessity for any further operation, 
for when circum-uterine adhesions are ruptured, and the broad ligaments 
contracted by the formation of stumps for the adnexa, we have usually 
observed that such means were sufficient to bring the uterus into proper 
position ; besides, atrophy of the organ will occur in a more or less brief 
period, and then the position of the uterus will, in most cases, be a mat- 
ter of little importance. Of the intra-abdominal operations upon the 
round ligaments for the remedy of retro-deviation of the uterus, by far 
the most practicable and simple means seems to us to be that which was 
devised by Wylie. In simply drawing up and stitching a segment of each 
round ligament no false anatomical relations are introduced, a reasonable 
prospect of permanency of result is given, and the operation is very easy 
of accomplishment. 

The author has not succeeded in convincing us of the extraordinary 
value of hysteropexy. It may continue to be done as many other im- 
perfect and illogical operations continue to be done, but we are satisfied 
that the results will very often cause disappointment, and thus may 


possibly stimulate to the discovery of more perfect measures. 
A. F.C. 


A TREATISE ON Gout. By Sir Dyce DuckwortH, M.D. Edin.; M.D. 
(Hon. Causé) Royal University, Ireland; Physician to, and Lecturer on 
Clinical Medicine in St. Bartholomew’s Hospital, etc., etc. With Frontis- 
pieceand Illustrations. 8vo., pp.476. London: Charles Griffin & Co., 1889. 


Ir is a noteworthy fact that by far the greater number of the con- 
tributions to the literature of gout have been written by British authors, 
and that, of these, a majority emanate from London. The explanation 
of this fact is not far to seek. There can be little doubt that London 
affords the largest and densest field for the observation of gout and 
gouty ailments, and the London hospitals fuller opportunities for the 
study of the morbid anatomy of gout than can be had elsewhere. 
These conditions enlarge experience and stimulate investigation. The 
result, is that the medical profession of the world turns to London for 
light upon this subject, and does not turn in vain. But the light is by 
no means a flood. It glimmers at many points, and here and there is 
bright enough to steer by. But more is needed. The saying of James 
Begbie, that the history and nature of gout have yet to be written, still 
holds good. Facts accumulate, theory crowds upon theory, but the 
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comprehensive generalization, large enough for all the Fcc" 
simple enough for an underlying pathological law, awaits formulation. 
This is true not only of gout, but also of the other constitutional arthro- 
athies. 

¥ We do not enter into sympathy with the author of this noble book 
in the feeling which prompts him to speak apologetically of his intruding 
himself into the company of authors who have written upon the subject 
of gout. We accord him the fullest sympathy for his patient and pains- 
taking labor; the keenest appreciation for his scholarly research and 
critical acumen ; the highest honor as a broad-minded and faithful 
worker in the field of clinical medicine. He has added new facts to the 
general fund of knowledge, and, by an elaborate and critical analysis 
of the theories of gout, cleared the way for future work. Certainly 
the light upon the subject is, through his labors, both brighter and more 
extended. 

The last upon the subject, the treatise before us is, to our thinking, the 
best. Written in the broad spirit of one who rises above the narrowness 
of specialism, it has place for all reasonable views, however discordant ; 
for all well-observed facts, however difficult of inter-adjustment ; yet it is 
well ordered, and most readable. The pages of the JourNnat do not 
afford space for an extended review of this book—a task that, in the 
days of the quarterly, would have been a labor of love—nor is the re- 
viewer content with brief notice of it. In these days of much writing 
brevity must control the pen. In medical literature the fashion of 
writing books about books is passing away. Perhaps it is well that it is 
so, but one regrets the critical review, its opportunities for elaborate 
analysis, for keen satire, for trenchant rebuke, for discriminating praise 
—in a word, for display of the critic’s resources. 

To content one’s self with saying of a good book that it is really good, 
that it has been written by the light of truth, that it represents intel- 
lectual outlay and hard work, that it has in it the individuality of the 
author, and, finally, that it should be read by everyone interested in the 
subject—all this seems too little. But this we say of the treatise before 
us, and we say it earnestly. J.C. W. 


PRACTICAL ELECTRICITY IN MEDICINE AND SURGERY. By G. A. LIEBIG, 
JR., Ph.D., and Georee H. Rowe, M.D. Philadelphia and London: 
F. A. Davis, 1890. 


Berore critically examining this clearly printed and illustrated book, 
we should not fail to reflect that this is the first work covering the whole 
field of medical electricity that has appeared during the present electrical 
era. Apostoli’s writings and Massey’s Electricity in the Diseases o 
Women are, of course, excepted as dealing only with a special field. All 
other comprehensive treatises of any pretension belong to a period that 
antedates the dynamo, the electric light, the telephone, and the other 
discoveries and applications in electro-physics that have practically 
re-created the science; a fact that relegates them, one and all, to the 
position of historical curiosities. Excepting in their clinical and experi- 
mental departments, which contained much of permanent interest, the 
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resemblance of these works to the electric science of the day was not 
closer than that of alchemy to modern chemistry. 

At this auspicious moment the appearance of a scientific treatise— 
such as the one under consideration—is most welcome, and as electro- 
therapeutic science has been more progressive than its text-books it will 
be eagerly perused by a large circle of readers. It can also be read and 
understood by the non-medical electrician, which is somewhat novel with 
works of the kind. 

In estimating the value of such books to the profession, however, other 
qualities than those of mere scientific accuracy count for much. Unless 
the important facts are presented in simple, direct language, unaccom- 
panied by trivial details, their teaching-power is greatly curtailed. In 
the present work, Part I., devoted to a scientific explanation of the prin- 
deak facts of physical electricity, presents the greatest contrast to former 
text-books, the underlying principles of electricity and magnetism, of 
induction-coils, batteries, electric units, motors, dynamos, electric light- 
ing and telephony being thoroughly presented. Yet this very thorough- 
ness and comprehensiveness has certain disadvantages in practice. What 
progress would be made in the use of the recent synthetic drugs, for 
instance, if the physician must perforce wade through all the methods 
and apparatus used in the production of sulphonal, phenacetin, etc., 
before being permitted to use them? It is to be regretted that the 
authors of this work did not understand that a busy, practical physician 
has no more interest in the details governing the construction of galva- 
nometers and batteries than he has in similar facts concerning pills and 
extracts. Such things come to the physician ready-made, and he is only 
interested in their choice and proper handling. These never-endi 
details about the apparatus for producing currents, have been like a mill 
stone about the fe of electro-therapeutics; what the physician wishes 
to know is not how to make these currents but how to use them. The 
folly of such wasted energy is well illustrated in the space devoted to 
the centigramme-gramme-second system of electric units.) What work 
on pharmacology or materia medica troubles us with the reasons why a 
pound is a pound or a foot a foot? These questions belong to treatises on 
pure electricity or mensuration, and like much other matter in the first 

rt of the book are impediments to a work on an applied science. 

hat the specialist should understand them is endeubade but for him 
such elementary details are insufficient. If they were needed in a book 
for the general profession, reason would dictate simpler methods of ex- 
planation than algebraic formule. The chapter on cells and batteries 
ay the mistakes of other works in elaborately describing obsolete 
cells that are totally unfit for medical work, while those that are in daily 
use by most physicians are scarcely mentioned. 

Part II. relates to electro-physiology, electro-diagnosis, and electro- 
medical apparatus. The first two subjects are presented with unusual 
clearness, at why another instalment of apparatus descriptions should 
appear in this place is not clear. Under the head of electro-physiology. 
the brief summaries of the observed effects of currents on various healthy 
internal organs are most excellent, and should be read by anyone doubt- 
ful of the powers of this agent. Nothing could be more to the point than 
these terse notes of actually observed organic stimulations, the list begin- 
ning with the heart and ending with the ureters. The tone of these 
notes is commendably modest in giving full mention of negative as well 
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as pose results: The chapter on electro-diagnosis, if carefully read, 
will also be found to simplify a subject that has been too often weighted 
with unnecessary verbiage. A useful addition to this part is an account 
of the uses of the electric light as an aid in diagnosis. 

But it is in Part I1J.—the application of electricity to the treatment 
of disease—that greatest interest will centre. Excluding the first chap- 
ter, which is introductory, this comprises just 100 pages out of a total of 
383—a space that is relatively small though filled to great advantage. 
The style adopted is exceedingly practical and to the point, exact direc- 
tions being usually given under the heading of each disease. An admir- 
able feature of this part is the appending of an opinion of the success of 
treatment to nearly every disease considered. These prognoses seem in 
the main to be just, though they are doubtless meant only in a general 
sense. In the department of diseases of the skin the work is particularly 

ood, and it is to be hoped that dermatologists will now no longer neg- 
ect so important an aid in their work. The departments devoted to 
electro-gynecology and urethral electrolysis, on the contrary, are largely 
made up of quotations, and, though reasonably full, fail to give evidence 
of that personal familiarity with the work that is so important in these 
semi-surgical fields. 

Not the least admirable feature of the work is the successful achieve- 
ment by the authors of their expressed aim—that nothing untrue should 
be contained within the covers of the book. Its proper conservatism is 


a distinct charm that commends it most warmly to fair-minded men. 
G. B. M. 


THE RHEUMATIC DIsEASEs (so called). By HueH LANE, L.R.C.P. Edin., 
M.R.C.S. Eng., and T. Grairritus, L.R.C.P. Lond., M.R.CS. 
Eng. 12ma,, pp. 128. London: J. & A. Churchill, 1890. 


OsTEO-ARTHRITIS. By JOHN KENT SPENDER, M.D. Lond., Fothergillian 
Gold Medallist of the Medical Society of London; Physician to the Royal 
Mineral Water Hospital, Bath. 12mo., pp. 61. London: H. K. Lewis, 
1889. 


MASSAGE AND THE ORIGINAL SWEDISH MOVEMENTS. By Kurre W. 
Ostrom, from the Royal University of Upsala, Sweden; Instructor in 
Massage and Swedish Movements in the Hospital of the University of 
Pennsylvania, and to the Philadelphia Polyclinic; etc. 12mo., pp. 97. 
Philadelphia: P. Blakiston, Son & Co., 1890. 


Tue first two brochures, by authorities with rare opportunities for 
personal clinical research in this particular branch of the study of medi- 
cine, cannot fail to be of great interest and practical utility to all general 
clinicians and surgeons. 

The first, upon the Rheumatic Diseases (so called), is the more compre- 
hensive, and deals ——s with the question of what consti- 


tutes the difference between chronic rheumatism, chronic rheumatic 
arthritis, chronic rheumatoid arthritis, and chronic gout. The vast 
experience of these gentlemen, obtained from a wide field of investiga- 
tion afforded by the study of about three thousand such cases, all, or 
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nearly all, of which have been under supervision in such a manner as 
to furnish an opportunity to observe their daily progress through a 
period averaging about six weeks, enables them to speak authoritatively 
on these subjects. Some very interesting facts are elucidated, particu- 
larly upon the etiology of these singular affections. 

Speaking of rheumatoid arthritis in relation to acute rheumatism, 
they have concluded that it is not a sequel of acute rheumatism, nor, 
in the majority of cases, is there any connection whatever between them. 
They have advanced the theory that it is a disease built up by the 
hereditary taint of gout and phthisis, particularly the latter diathesis, 
which is regarded in the direct light of cause and effect, and that the 
nervous phenomena in connection play a most important part. _ Osteo- 
arthritis is considered as an advanced stage of chronic rheumatoid 
arthritis, in which the inflammation of the non-bony structures has ex- 
tended ultimately to the bones themselves; in other words, rheumatoid 
arthritis and osteo-arthritis are respectively the first and second stages 
of one—a debilitating—disease, these stages being somewhat separated 
by an interval of comparative freedom from pain and discomfort. 

Likewise chronic rheumatic arthritis is considered an arthritis which 
follows an attack of acute or subacute rheumatism, whether gradually 
merging into arthritis, or happening some considerable time before the 
joint trouble becomes manifest. 

Drs. Lane and Griffiths have further adopted an arrangement whereby, 
they cannot help thinking, more definite clinical facts are brought forth 
—by using the above terms (chronic rheumatism, chronic rheumatic 
arthritis, chronic rheumatoid arthritis, and chronic gout), for precisely, as 
far as they can, the symptoms which obtain; for instance, speaking of 
osteo-arthritis as an arthritis in which bony mischief is the most promi- 
nent, and which is the later stage of rheumatoid arthritis; speaking of 
rheumatic arthritis in those cases only which have been p ed by dis- 
tinct rheumatism, purposely leaving the word rheumatoid to be dealt 
with subsequently. 

The symptoms of all these affections are clearly described, and the 
differential diagnosis distinctly drawn. These clearly-defined differentia- 
tions are what have long been demanded in rheumatic diseases (so- 
called), and much direct and permanent benefit may be expected from 
the influence of an authoritative work of this kind. 


The second work is offered as a contribution to the clinical history 
and the rational treatment of osteo-arthritis. In it Dr. Spender has 
made an effort to identify osteo-arthritis in its very cradle, and to draw 
sharply the lines of boundary between it and ali other diseases which 
resemble it, and as this is the all-important period in this disease—the 
only period in which therapeutic means can be employed with any 
advantage, an authoritative work upon this subject assumes great impor- 
tance. The author has admirably fulfilled his task, and produced a 
book that is lucid, interesting, and instructive. 

The early stage of osteo-arthritis (or rheumatoid arthritis, as Drs. 
Lane and Griffiths would designate it) is clearly described, and the 
characteristics by which it can be diagnosed are emphasized. The 
theory is advanced that there is a large and hitherto undescribed group 
of cases in which the pathology of the joints is merely one sign of a 
profound disorder ; synthetically osteo-arthritis is not built out of pulse, 
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omy perspiration, or pain; the erring anatomy must be present. 
nder treatment, general therapeusis, hygiene, etc., are not neglected, 
but Dr. Spender directs particular attention to local treatment, placing 
this properly in the foreground. a of massage, it is gratifying 
to observe that the efforts of Weir itehell and others in America to 
rescue massage from the charlatan, and to elevate it to the dignity of a 
professional art, are acknowledged. ; 


The importance of massage as a therapeutic means in early osteo- 
arthritis, as well as in other chronic affections, is being gradually appre- 
ciated, and its universal employment may be early expected. 

This tendency to elevate massage to the dignified position it should 
properly occupy will be also enhanced by the small work upon Massage 
and Original Swedish Movements, recently published by Ostrom. 

This little book endeavors to show how the movements are applied to 
all parts of the body, and also to show for what diseases such manipula- 
tions are indicated. The procedures employed in massage are clearly 
described and illustrated, but the general active movements, those per- 
formed by the patient exclusively, are conspicuous by their absence. 
These are quite as important as the general passive movements, and 
should be included in every work upon this subject. On the whole, this 
little brochure is well adapted as an introduction to the more compre- 
hensive works. J. K. 


On APHASIA, OR Loss OF SPEECH, AND THE LOCALIZATION OF THE FACULTY 
OF ARTICULATE LANGUAGE. By FREDERICK BATEMAN, M.D. Second 
edition, greatly enlarged. London: J. & A. Churchill, 1890. 


Tats book is largely a review of the literature of aphasia. It is the 
second edition of Dr. Bateman’s work, the first having appeared in much 
smaller size twenty years ago. The plan of the present edition is that 
of a compilation, with running comments and some clinical observations 
of the author. While it thus presents nothing strikingly original, and 
cannot be said to advance our knowledge of the subject very far, it is 
nevertheless a book of merit, and will probably be read with interest by 
many who study this complicated subject. This is chiefly due to the fact 
that it collects so much in one volume. If we have any adverse com- 
ments to make, it is that we sometimes miss the exercise of the author’s 
best critical and analytical faculty in the selection and digestion of the 
materials of his book. It is well known that many, and especially the 
early clinical reports of cases, even with autopsies, cannot be much relied 
upon to prove or disprove localization or functions in the brain cortex. 
Dr. Bateman has drawn quite extensively upon these in some parts of 
his book, and has given many of them in unnecessary detail. So, too, 
in the report of his own cases he is very diffuse, and commits the error 
of giving a minute daily history of patients, when all that is wanted is 
a concise summary of the chief facts. Hence the book lacks condensa- 
tion—a fault that is apparent all through it. Hysterical mutism and 
deaf-mutism are dwelt upon at some length, but can scarcely be regarded 
as closely allied to true aphasia. 


H 
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Dr. Bateman follows closely Ross, Charcot, and Bastian in his defini- 
tion of the various forms of aphasia and their localization in the brain 
cortex. He is careful to give his own opinion, however, that the whole 
case is still “not proven.” 

Aphasia is divided into two groups—motor and sensory. The lesion 
of true motor aphasia, or aphemia, is located in the onan end of the 
third frontal convolution of the left side. A, ia, or inability to 
write, which is often, but not always, associated with aphasia, is due to 
lesions in the posterior part of the second frontal convolution. The sen- 
sory forms are subdivided into word-blindness and word-deafness, and 
the lesions are located respectively in the angular gyrus and in the three 
temporo-sphenoidal convolutions. The author has dwelt almost exclu- 
sively upon cortical lesions, and, it seems to us, pays too little attention 
to lesions of connecting tracts in the white matter. He describes many 
varieties of these several forms of speech-defect, his book being very 
complete in this respect. 

The author calls attention frequently to the fact that he employs the 
term aphasia in its “ widest and most general sense.” He uses the word, 
in fact, to cover all forms of loss of speech, and this inexact use of the 
word is, in our opinion, the cardinal defect of the book. This is shown, 
for instance, in the chapters on the etiology, —— and ae 
of aphasia, in which the author treats largely of hysteria, fright, worms, 
constipation, reflexation, deaf-mutism, belladonna, alcohol, certain of the 
infectious diseases, the puerperium, blood-poisoning, and snake-bite as 
causes of various kinds of speech-defect. To include all possible affec- 
tions of speech produced by such diverse causes under the generic term 
“aphasia” is, we submit, to misuse that term and to leave a very con- 
fused idea in the reader’s mind of the exact seat and pathological anat- 
omy of the particular lesion which Dr. Bateman at any time may mean. 
Certainly the loss of speech from fright, its suppression in hysteria, its 
confusion in alcoholic intoxication, its non-existence in deaf-mutism, are 
all very different from the loss of the speech-faculty due to a few limited 
cortical lesions which we have learned to call “ aphasia.” 

We have felt it incumbent upon us to point out this away 4 of the 
book because others may be disappointed, as we have been, to find that 
the volume is not limited to a critical digest of the subject of its title- 
page, but is burdened with much irrelevant matter. Such a digest, at 
this time, we believe, would be well received. We have, however, no 
intention to dispraise a really good and interesting book, which shows 
every evidence of laborious research, conscientious endeavor, and a wide 
and ready culture. J. H. L. 


A MANUAL OF ORGANIC MATERIA MEpDIcA, By JoHN M. Maiscu, Ph.M., 
P.D. Fourth edition, Philadelphia: Lea Brothers & Co., 1890. 


Former editions of this work have been given such favorable recep- 
tion that it seems unnecessary again to enumerate the valuable points of 
Prof. Maisch’s book. Suffice it to say, that there is in no language a 
work which treats upon organic materia medica with as much precision 
and thoroughness compatible with its brevity. That it should have gone 
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through four editions in eight years is evidence enough that it fills a 
want and is appreciated by students. The publisher’s part of the work 
is especially well done, both typographical matter and illustrations being 
of the highest order. It is to be regretted that organic materia medica 
seems to drifting further and further away from the studies at our 
medical schools, although army and navy examining medical boards 
require a knowledge thereof. To the physician or student of medicine 
interested in the study of this subject this work will prove of the greatest 
value. L. W. 


TEXT-BOOK OF MEDICAL CHEMISTRY. By Exias H. BArTLey, B.L., M.D. 
Second edition. Philadelphia: P. Blakiston, Son & Co., 1890. 


THE second edition of this well-known work comes to us revised and 
improved. The change in the classification, in accordance with the 
periodic law, certainly enhances its value as a text-book on modern 
chemistry, as also does the addition to the chapter on ptomaines. The 
enlargement of the part treating on the subject of poisons, and the addi- 
tion of a “short” chapter on urinary tests, make it more valuable as a 
medical chemistry than could be claimed for the first edition. In view 
of the fact that the chemistry of the urine is one of the most important 
applications of chemistry to medicine, it is to be regretted that the chap- 
ter on this subject should be admittedly brief, while technical processes, 

uite useless to the physician, receive undue prominence. The introduc- 
tion of the cuts illustrating the manufacture of coal-gas and nitric acid, 
etc., might well have been omitted. The frontispiece illustrating ab- 
sorption spectra does little credit to the publishers, and after a successful 
first edition could have been expected to be superseded by a colored 
plate. The glossary of unusual chemical terms seems out of place in a 
text-book on chemistry, as these terms might well be looked for, if needed, 
in medical dictionaries. Dr. Bartley’s work is one of undoubted merit 
and will prove a reliable guide for the student of medicine. - 
L. W. 
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THERAPBEBUTIOS. 


UNDER THE CHARGE OF 


FRANCIS H. WILLIAMS, M.D., 


ASSISTANT PROFESSOR OF THERAPEUTICS IN HARVARD UNIVERSITY. 


HYDRONAPHTHOL IN THE TREATMENT OF ENTERIC FEVER AND OF 
DIARRH@A., 


Some experiments on the effect of hydronaphthol upon digestive processes 
seem to show that it has a very distinct retarding influence on the digestion 
of egg-albumen by peptic fluids, and a very slight effect upon milk by the 
same. On the pancreatic digestion of milk or albumen and on the conversion 
of starch into sugar it has no effect. 

It is therefore inferred by Dr. J. MrrcHeELL CLARKE that hydronaphthol 
may be given to patients who are taking milk only without fear of interfer- 
ence with digestion. If there should be sickness whilst it is being adminis- 
tered, it is probably due to retardation of peptic digestion and accumulation 
of undigested curd in the stomach. In the latter case the remedy may be 
given in pill-form, coated with kreatin, in order that it may pass through the 
stomach and first be set free in the duodenum. Generally it was prescribed 
in gelatin capsules or simply suspended in milk. Two or three grains every 
two hours is a sufficient amount; in diarrhoea, after the first three to six 
doses it may be given every three to four hours, provided the effect is main- 
tained. For children under one year the dose is half a grain, to older chil- 
dren one-half to one grain every hour or every two hours; or less often, 
according to circumstances. 

Five cases of typhoid fever were treated with hydronaphthol and all of 
them did well. Nausea was troublesome in two of the patients. It is best 
to begin with grs. iij or,iv every two hours in cases of enteric fever, and 
when the diarrhea is checked to give the same dose every three hours during 
the whole period of pyrexia.— Practitioner, July, 1890. 
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TEMPORARY BLINDNESS FROM QUININE. 


An unusual case of blindness following the use of quinine is reported by 
Dr. FLAVEL B. TiFFANY in the Denver Medical Times, June, 1890. The 
patient, a lawyer thirty-four years old, had been in the habit of taking 
quinine in small doses, from which he promptly got the physiological action. 

On the evening of February 18th the following prescription was ordered : 


Opii etipecac. comp. . grs. xij.—M. 
Ft. capsul, viij. Sig. Two capsules every three hours. 


The patient took within eight hours, beginning at eight on the evening of 
February 18th, a total of thirty grains of quinine in divided doses. Half an 
hour after the last dose he was able to tell the time by his watch, but four 
hours later he was totally blind. 

On the morning of the 19th the pupils were fully dilated and non- 
responsive to light. He was unable to recognize even a pencil of light when 
flashed into the eyes by an ophthalmoscope. The optic nerve and retina 
were blanched and anemic. 

On the 21st the patient could recognize a flash of light. The retina was 
still anemic, the veins greatly engorged and tortuous. On the night of the 
23d he could count fingers, if before a bright light. On the 28th he could 
make out the headings of newspaper articles. On March 1st objects could be 
seen more plainly, and the retina had regained to some extent its normal 
color, yet it was blanched and the disk was especially anemic. Four days 
later he could read an ordinary newspaper, but as though he were reading by 
twilight. By March 24th the vision had greatly improved, of the right 
eye 24th, of the left 28th, but the perimeter revealed a limited field of vision, 
especially in the vertical direction of the peripheral field. 


SIEGESBECKIA ORIENTALIS IN DERMATOLOGY. 


In the island of Mauritius this remedy enjoys a reputation for the relief of 
certain diseases of the skin. HUTCHINSON has used locally a tincture of 
siegesbeckia in herpes circinata, sycosis, and pityriasis versicolor. It is said 
to act as a stimulant and parasiticide.—Journal de Médecine de Paris, June 
22, 1890. 


MEDICINAL GELATINS. 


Of recent years UNNA, as is well known, has given much time to the 
study of these forms of applications. 

These preparations are indicated in superficial inflammatory affections, 
when the skin is swollen, wet, and itchy. Very high temperatures and pro- 
fuse sweating forbid their use. 

For a general basis the following formula is given, the figures within 
parentheses being used when a hard zinc-gelatin is wanted : 


R.—Zine oxide . . 15 (10) per cent. 
Glycerin ‘ . 25 (30) 


Water . é ‘ . 45 (30) 


a 
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In adding other drugs, the following directions may be useful : 
(1) Cerussa, iodide of lead, white precipitate, sulphur, iodoform, chrys- 
arobin, in fine powder, may be mixed in any proportion required. A pro- 
portion of five to ten per cent. added to soft zinc-gelatin is recommended. 

(2) Carbolic and salicylic acids, resorcin, naphthol, creasote, and sulphide 
of potassium may be added to the hard gelatin in any proportion up to ten 
per cent. 

(3) Fats, balsams, tars, and ichthyol all make the basis softer. The pro- 
portion added is usually from ten to twenty per cent. 

(4) If we wish to combine drugs in 2 and 8, then the sum of the propor- 
tions must be attended to. For example, if resorcin and salicylic acid were 
both ordered, we should not prescribe more than five per cent. of each, if we 
wish the gelatin to form a good covering. 

(5) Powders may be combined in any proportion. 

(6) Tannin, pyrogallol, and oxide of mercury cannot be added to the basis. 

(7) Corrosive sublimate, up to three per cent.; and camphor-chloral to 
two per cent.; ext. cannab. indic., from two to five per cent., may be used 
with soft zinc-gelatin. 

The chemist is to dispense the different glues in pots, which are to be put 
boiling in water when the preparation is to be used. It is to be painted on 
the skin with a long-haired brush. 

The diseases of the skin in which Unna’s glues are recommended are: 

Pruritus: Zine-glue with ext. cannab. indic., chloral-hydrate, carbolic 
acid, creasote, salicylic acid, camphor, camphor-chloral, etc. 

Artificial erythema and eczema: Two per cent. ichthyol, or five per cent. 
sulphur, instead of ordinary dusting powders. 

Eczema intertrigo: Hard zinc-glue with ten per cent. ichthyol or five per 
cent. resorcin. 

Eczema, with great itching: Two per cent, ichthyol or five per cent. ext. 
cannab. indic. 

Peeling after acute eczema: Two per cent. ichthyol or resorcin, five per 
cent. sulphur, or one per cent. salicylic acid. 

Ichthyosis: Two per cent. resorcin or five per cent. sulphur and ten per 
cent. fat. 

Wounds and ulcers: Iodoform zinc-glue. 

Acne pustulosa: After opening the pustules, paint with twenty per cent. 
bichloride of mercury, with or without two per cent. salicylic acid added to 
the zine-glue. 

The soft zinc-glue will form a useful protection to the sound skin near 
diseased areas to which strongly irritating applications have to be made.— 
American Journal of Pharmacy, July, 1890. 


TREATMENT OF CHOLERA. 


From his experience in India, where cholera is more prevalent than in 
England, SurGEon-Masor G. C. Ross makes the following recommenda- 
tions in regard to the treatment of this disease: Injections, subcutaneously, 
of atropine and morphine; the theory of the action of atropine being that 
it is an antidote for muscarine—an alkaloid which produces toxic symptoms 
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analogous to those of cholera; muscarine being also found as a ptomaine of 
the decomposition of albumen by the microbe. The morphine is used to 
check the vomiting. As intestinal disinfectants, phenol and sulphuric 
acid are recommended. The diet of the patient should be rice-water and ice. 
—JIndian Medical Gazette, April, 1890. 


ALCOHOL AND ALCOHOLIC SOLUTIONS IN THE ABORTIVE TREATMENT OF 
HERPES. 


In a thesis published by Dr. Duras, of Lille, the following directions are 
given for the treatment of this common and often troublesome condition: 

Alcohol of 90 per cent. strength, or a solution of two parts of resorcin to 
one hundred of alcohol, can be employed as a dressing; or, 1 per cent. of 
thymol, or 3 per cent. of menthol in 95 per cent. alcohol. If the solutions 
cause too much pain a little cocaine may be added. Compresses moistened 
in one of these solutions are to be applied upon the lesions, and over this 
spread some impermeable material, or absorbent cotton may be used. These 
dressings must be changed frequently during the day. The herpetic eruption 
aborts rapidly under this treatment. The element of pain is also subdued, 
and it is not rare to see rebellious neuralgias from herpes zoster give way in 
a few hours to this treatment.—Journal of Cutaneous and Genito- Urinary Dis- 
eases, No. 87. 


CANNABIS INDICA IN THE TREATMENT OF GASTRIC NEUROSES AND 
DYSPEPSIA. 


PROFESSOR SEE has just published a long article on cannabis indica espe- 
cially in relation to its uses in the above affections. Of the preparations of 
this drug the extracts are the best, and of these, three kinds are mentioned : 
An alcoholic extract (haschichine) prepared with strong, 90 degrees, alcohol ; 
an extract made with alcohol of 60 degrees; and an extract prepared by dis- 
solving the first, haschichine, in butter by the aid of heat. The relative 
strength of these is 100, 25, 5, the last having one-twentieth the strength of 
the first and may be given in quarter-grain doses administered three times a 
day. The so-called active principles, cannabine, cannabinon, did not give as 
satisfactory results as this extract. 

It was used in inorganic affections of the stomach, including chemical 
changes in the gastric juice so frequent in dyspepsias, and gastro-intestinal 
neuroses unaccompanied by variations in the composition of the gastric juice. 
Among them are included those accompanied by painful sensations, localized 
or otherwise, spontaneous or set up by contact of food with the walls of the 
stomach, pyrosis, vertigo, migraine, insomnia, somnolence, palpitation, oppres- 
sion, and the effects of gastro-intestinal neuroses upon the nervous system in 
general. 

By means of this drug the painful sensations are relieved and the appetite 
is reéstablished. 

In cases the result of an excess of hydrochloric acid it is necessary to give 
large doses of bicarbonate of sodium at the end of gastric digestion—that is, 
about four hours after eating. 
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Briefly, cannabis indica may be considered a true gastric sedative, without 
the disadvantages of narcotics like opium and chloral, or absorbents such as 
bismuth, sedatives as the bromides, or other drugs like antipyrin. 

Of course, the aid of other means of relief, such as alkalies in large doses, 
purgatives, or antiseptics, are required under suitable conditions, and it is 
requisite that a proper regimen should be followed.—La Médecine Moderne, 
July 31, 1890. 


ETHER AS A MENSTRUUM IN MEDICATION BY THE SKIN. 


SAWYER considers that there are in practice three obstacles to the absorp- 
tion of a medicine through the skin: namely, the epidermis, the sebaceous 
secretion of the skin, and the relative insolubility of the drug which is 
employed in any particular case. 

The ointments and oily liniments are a better vehicle for the introduction 
of medicaments through the skin than plasters which have lead-plaster as a 
basis. 

After some observation and consideration, ether was thought the best men- 
struum at our disposal for the solution of many remedies designed for enepi- 
dermic medication, and after examining a large number of drugs, he has 
selected belladonna, iodine, menthol, and capsicum as suitable for external 
therapeutic employment in the form of ethereal tinctures. 

He prefers to have the ethereal tincture of belladonna made from bella- 
donna root, with camphor, of the same strength as the belladonna liniment 
of the British Pharmacopeeia, using the officinal pure ether in its preparation 
instead of rectified spirit of wine. 

To form an ethereal tincture of menthol, after many experiments a strength 
of one drachm to the ounce was fixed upon. This preparation can be readily 
applied as a paint to the skin, and is an efficient means of using menthol 
for its local therapeutic effects, especially for the removal of superficial neu- 
ralgic pains. It should be lightly painted over the painful part. The quick 
evaporation of the ether gives a grateful sense of coldness which supplements 
the analgesic action of the menthol, and allows the easy application of a suc- 
cession of coats, which leave pure menthol in a finely divided condition upon 
the skin.—Lancet, July 12, 1890. 

[The explosive nature of ether vapor should not be forgotten.—Eb. | 


PARAGUAY TEA. 


CHARLES has recently made some analyses and tests with Paraguay tea 
or maté. Compared with tea and coffee, he finds the following percentages 
of caffeine and tannic acid: 

Per cent. Per cent. 
Tannic Acid. 
Tea é ‘ 
Coffee (roasted) . 
Maté . é 


‘ Both maté and its alkaloid were given for some time to three young men, 
who undertook long walks and very long cycling rides at his wish and under 
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his direction. The results of experiments upon them and upon himself 
under similar conditions were of a most varied kind, but the general results 
appeared to be that the tissue-waste was to a large extent retarded; that 
with little or no previous preparation long journeys and most arduous tasks 
could be undertaken without apparent evil after-effects ; that the restorative 
effects in states of mental and physical exhaustion were well marked ; and 
that these sustaining and recuperative properties were retained. Further, 
that the chief results obtained were constant and rarely variable. But even 
in his comparatively limited experience, maté and its alkaloid seem to act 
somewhat differently in different individuals; in some the muscular, in 
others the nervous, and in others again the digestive system were chiefly 
affected. 

As a substitute for tea, in patients who are great tea-drinkers, and who 
suffer from sleeplessness, headache, and constipation, maté was prescribed 
with success in a few cases. The insomnia, headache, and constipation were 
all relieved. 

In seven other patients who suffered from severe nervous headaches, 
generally associated with constipation, and with whom tea and coffee 
appeared to disagree, it proved serviceable.—British Medical Journal, July 
26, 1890. 


ALLEGED DEATH FROM THE APPLICATION OF AN ARSENICAL PLASTER. 


In the British Medical Journal of July 26, 1890, two cases of death are 
reported following the use of arsenical plaster over tumors. In both cases 
their use was at the instance of irregular practitioners. 


BIBORATE OF SoDIUM IN EPILEPSY. 


This treatment of epilepsy has been in use by some practitioners several 
years, and recently Disoup has employed it in twenty-five cases of epi- 
lepsy in which the bromides had not been successful. The treatment was 
continued from four to seven months, and the dose varied from fifteen to 
ninety grains a day. In one case there was complete recovery, and eighteen 
were relieved. There seems to be little question that by means of borax we 
are able to diminish the number of attacks in many cases of epilepsy which 
do not yield to the bromide treatment, 

The following formula is recommended : 


R—Biborate of sodium, in powder . . Sijss. 


Syrup of bitter orange. ‘ . Zij.—M. 
A tablespoonful contains 30 grains. 
—Mercredi Médicale, July 19, 1890. 


THE TREATMENT OF Dropsy. 


Ata recent meeting of the Society of Medicine in Berlin, Dk. FORBRINGER 
discussed the treatment of cardiac and renal dropsy. The fluid could be got 
rid of in four ways: 1, by the sweat-glands; 2, by the kidneys; 3, by the 
intestines; 4, by surgical means. 
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In cardiac dropsy diuretics hold the first place as does diaphoresis in dropsy 
of renal origin. In renal dropsy the speaker used heat as a diaphoretic; the 
chief contra-indication to its employment is cardiac weakness with dyspnea. 
Pilocarpin had been abandoned on account of the dangerous symptoms some- 
times caused by it. 

Among diuretics digitalis is still the sovereign remedy, and it was of service 
also in renal dropsy and even in glomerulo-nephritis, for here cardiac debility 
often played a part. 

In cases in which he had failed to obtain benefit from digitalis either in 
the form of infusion, powder, or pill, he had obtained excellent results with 
acetum digitalis in combination with wine of pepsin. 

Drugs such as adonis, convallamarin, blatta, ard spartein are superfluous ; 
they too often failed, and there were frequently unpleasant concomitant effects 
produced by their employment. With lactose he had had no success, but to 
the following he gives some commendation: strophanthus, caffeine, theo- 
bromine, calomel, and the group of saline diuretics. The action of caffeine 
on the central nervous system was disagreeable, but this might be avoided by 
the use of sodio-salicylate of theobromine, or diuretine. 

When drastic purgatives are employed the patient should be strong and 
have a good pulse. In transudating into cavities he believed in not punc- 
turing too early.— The Medical Press, April 23, 1890. 


HyYPNOTICS. 


The Report of the Therapeutic Committee of the British Medical Associa- 
tion on the use of sulphonal, paraldehyde, and chloralamide, is summarized 


as follows: 

Attention was directed especially to the dose. Whether sleep is produced 
with certainty, how soon it comes on, and how long it continues. 

Dangerous or disagreeable effects produced. Whether the drug loses its 
effect. 

Sulphonal: In thirty-two cases, twenty grains were given in eleven in- 
stances, once at night. Sleep came on in half an hour to three hours; in 
one case in five hours, and in another in nine hours. A second dose on the 
succeeding night in one case produced sleep in five minutes. Sleep lasted 
in four cases all night; in four cases six hours; and in three cases one or 
two hours. With twenty-five grains (four cases) sleep came on in two hours, 
and lasted six hours, or all night. With ten and fifteen grains less sleep was 
produced, and in a case of pneumonia (fifteen grains) there was no sleep after 
the drug. The few cases (seven in all) in which thirty, forty, and sixty grains 
were given, showed that these doses did not possess greater hypnotic effect 
than a dose of twenty grains; as regards disagreeable after-effects, in six out 
of ten cases in which twenty grains had been given, disagreeable after-effects 
were noted ; drowsiness next day was noted six times; giddiness four times; 
headache and incodrdination of gait, each twice. In four cases in which ten 
grains had been given, drowsiness was noted once; in five cases with fifteen 
grains, drowsiness was noted twice and giddiness twice; with twenty-five 
grains (four cases), drowsiness was noted twice, giddiness once, headache 
once. In seven cases, with thirty to sixty grains, drowsiness was noted four 


404 PROGRESS OF MEDICAL SCIENCE. 


times, giddiness twice, headache twice, incodrdination of gait and vomiting, 
each once. 

Does the drug lose its effect? Several cases show that a second dose on 
the succeeding night has greater effect than on the first night. Thus, in one 
case, twenty grains produced on the first night two hours’ sleep, with no bad 
after-effects ; on the second, a similar dose produced eight hours’ sleep, with 
drowsiness, giddiness, and incoérdination of gait on the following day. In 
some cases prolonged use of the drug appears to diminish its effect. In 
one case of neurasthenia and insomnia, ten to twenty grains did not lose its 
effect during six months. 

Paraldehyde: Single doses of forty to sixty minims (fourteen cases), pro- 
duced sleep in five to fifteen minutes; in two cases in half an hour; in one 
case in an hour. In most cases the sleep was wakeful and restless, and lasted 
very varying times, in one case only three-quarters of an hour; in another 
case there was restless dozing for three hours, in another sleep for two hours; 
in ten cases sleep lasted from three to six hours, and in one case sleep for 
twelve hours. These results refer to single doses. Half a drachm every 
three hours produced within half an hour two hours’ sleep; twenty minims 
every four hours for fourteen days produced better sleep at night, but not 
during the day. 

Dizziness and drowsiness were noted each once, vomiting three times, and 
retching and nausea each once. 

Chloralamide: In one case twenty grains, and in six cases thirty grains, 
were given in single doses. After the twenty grains, sleep came on in twenty 
minutes and lasted’ three hours, with half an hour’s interval of waking; 


after thirty grains, sleep came on in fifteen minutes to half an hour (four 
cases), one to two hours (two cases). Sleep lasted all night in three cases, in 
two cases four or five hours, and in one case there was two hours dozing, then 
an interval of wakefulness, and then two hours sleep. No disagreable after- 
effects were observed.— British Medical Journal, July 26, 1890. 


ANTISEPTIC PROPERTIES OF ANILINE COLORS. 


Both PRoFEssOR STILLING, of Strasburg, and Proressor Séx, of Paris, 
have investigated the properties of some of these colors. In Paris, safranine, 
cyanine, malachite-green, and methyl-violet have been studied in solutions 
of the following strengths: 1 to 300, 1 to 2500, and 1 to 25,000. The toxic 
properties of these substances, their antiseptic power, and their influence on 
suppuration in animals were studied. Two of them, safranine and malachite- 
green, were tried with satisfactory results in solutions of 1 : 2500, as a douche, 
but in two cases only. 

The aniline colors of the aromatic series, when free from phenol and 
arsenic, are not toxic in their action. As antiseptics, they vary in their 
activity, the most powerful being the methyl-violet, malachite-green, and 
safranine.—La Médecine Moderne, July 10, 1890. 


POTASSIUM TELLURATE FOR NIGHT-SWEATS OF PHTHISIS. 


This salt has been used by Dr. EpMuND NEussER to relieve the night- 
sweats of phthisis. It is given in the form of pill, in doses of one-third of a 
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grain; in the majority of fifty cases this amount was sufficient. In a small 
number of patients who became accustomed to its use after a week’s time, 
doubling the dose produced satisfactory results. The drug seems also to 
have a slight narcotic action. There were no toxic symptoms except slight 
digestive disturbances, such as a coated tongue and loss of appetite. It gives 
the breath the odor of garlic, though this is usually unnoticed by the patient. 
— Wiener klinische Wochenschrift, June 5, 1890. 


THE COMPARATIVE DIGESTIBILITY OF DIFFERENT STARCHES. 


It is usually considered that the different starches are of the same degree 
of digestibility. The completeness of the digestion of starch is influenced by 
the amount of cellulose present. 

In testing the digestibility of pure starches containing only a trace of 
pure cellulose, MArTIN found that the three most digestible starches are 
pea-starch and those contained in Bermuda and St. Vincent arrowroot. 
Barley-starch comes next, while rice, flour, and a mixture of rice-, potato-, and 
barley-starches come far behind the first three in digestibility. The differing 
digestibility in starches does not seem to depend on the physical structure of 
the starch-grain ; it is quite possible that the different starches vary in their 
molecular structure.—British Medical Journal, July 26, 1890. 


MEDIOINE 


UNDER THE CHARGE OF 
J. P. CROZER GRIFFITH, M.D., 


PHYSICIAN TO 8ST. AGNES AND THE HOWARD HOSPITALS, AND ASSISTANT PHYSICIAN TO THE 
HOSPITAL OF THE UNIVERSITY OF PENNSYLVANIA, 


THE CLINICAL VALUE OF THE DIAZO-REACTION. 


RUTIMEYER (Correspdbi. f. Schweitz. Aerzte, 1890, 306) reviews somewhat of 
the present state of knowledge regarding the diazo-reaction, and particularly 
the claim made for it by Ehrlich. Ehrlich, namely, showed as a result of a 
large number of examinations, that the reaction is one of the most constant 
symptoms of typhoid fever after the first week; that when but little marked 
or not long persistent the disease would probably run a very light course; 
that its presence in pneumonia indicates the existence of complications, and 
that its appearance in phthisis is a most unpropitious symptom. 

Since the writings of Ehrlich several observers have reported long series of 
observations confirming his results, while others have come to different con- 
clusions. Riitimeyer himself has made 2750 examinations of the urine of 
260 patients with regard to the diazo-reaction. He has used exclusively the 
method of preparing the reagent recommended by Ehrlich. The solution 
should always be freshly made by adding to 200 c.cm. of a saturated aqueous 
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solution of sulphanilic acid, 10 c.cm. of pure hydrochloric acid, and 6 c.cm. 
of a one-half per cent. aqueous solution of chemically-pure sodium nitrite. If 
this solution be added to an equal volume of urine, and the mixture made 
alkaline with ammonia, a color varying from bright rose to dark carmine will 
be produced—the diazo-reaction. A further characteristic of the reaction is 
that after from twelve to twenty-four hours a sediment forms whose upper layer 
varies from bright green to violet-black. The author then analyzes his own 
observations, comparing them with those of others, and draws the following 
conclusions : 

1. The diazo-reaction has great diagnostic value in typhoid fever, and is, 
with splenic enlargement and rose-colored spots, one of the most constant 
and earliest evidences of the disease. 

2. Febrile abdominal catarrhs never give this reaction. 

8. If we have to do with a commencing illness which we conclude is typhoid 
fever, the diagnosis gains greatly in probability through the discovery of the 
diazo-reaction. If, on the other hand, the reaction is absent during the first 
and second weeks, the disease is not typhoid at all, or only a very light attack 
of it. 

4, The reaction bears no fixed relation to the course of the fever. It is not 
disturbed by different drugs or methods of treatment. The morning and 
evening urine give, on an average, reactions of equal intensity. 

5. If the reaction ceases to be present in the second or third week a speedy 
disappearance of fever, or a mild attack of the disease, may be counted on. 
If it persist a long time, a prolonged or severe course is probable. 

6. A well-marked and persistent reaction gives no clue for differential 
prognosis as to a lethal termination or final recovery. 

7. Relapses gave the reaction, almost without exception, if it had already 
disappeared. 


A Stupy or ALCOHOLISM. 


C. L. Dana (New York Med. Journ., June 14, 1890) publishes a study of 
alcoholism as based upon a record of 3785 cases occurring in the Bellevue 
Hospital “Cells.” Most cases of simple intoxication arrested in New York 
City do not reach the hospital; only those being sent who are suffering from 
the effects to such an extent that they evidently need medical care. Three- 
fourths of them are men; and the majority are between the ages of thirty- 
one and forty years. The mechanics, tradesmen, and artisans furnish a 
greater proportion than do the day laborers, The number varies little month 
after month, though perhaps greater in summer. Fully one-half are Irish, 
and of the native-born the majority are of Irish parentage. 

The patient has usually been drinking two or three weeks before reaching 
the “ cells,” until at last he can no longer eat, and even liquor is not well 
retained. He commences to tremble, cannot sleep, and yet is exhausted for 
want of it. He is oppressed with dread, and has hallucinations. Still the 
real delirium has not yet commenced, but begins about twenty-four hours 
after abstinence from liquor. In fact, the delirium is partly due to the with- 
drawal of the stimulant, and partly to the starved conditions of the nervous 
tissues. The popular idea that visions of snakes predominate is not correct. 


| 
| 
if 
if 
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The hallucinations and delusions are mainly those of being pursued by 
something ; very often the fear of fire is dominant. In the majority of cases 
the delirium lasts only from twenty-four to forty-eight hours. The patient 
then gradually quiets down, and when he has had a good sleep convalescence 
begins. 

Nearly five per cent. of the patients, however, die in the celis of exhaus- 
tion, besides a large number which are transferred to the wards of the 
hospital and there die of the peculiarly fatal alcohol pneumonia, or develop 
low, muttering delirium, slight fever, and finally die of exhaustion. In 
about 300 to 400 cases one instance of alcoholic neuritis is found, gener- 
ally in a woman. Alcoholic paralysis, however, more often occurs in those 
who have not become distinctly alcoholic. Acute alcoholism is not a very 
frequent cause of insanity, but is an important one. 

The cases of acute alcoholism seen in the “cells” may be divided into 
several forms : 

1, Simple drunkenness, or acute alcoholic intoxication, occasionally with 
lethal poisoning. 

2. Delirium tremens of the ordinary type. 

3. Febrile delirium tremens, with decided fever, excessive and general 
tremors, rapid loss of strength, and profuse sweats. 

4. Cases of true mania a potu, or delirium inebriosum. 

Distinction is also to be made between patients who are dipsomaniacs and 
those who have simply been on a “gigantic spree.” A considerable minority 
of the cases observed were of this latter class. 

A careful distinction between the different torms might lead to more bril- 
liant therapeutic results than are now obtained. Thus simple drunkenness 
requires little medication. Febrile delirium tremens is excessively fatal, and 
demands careful watching ; while the patient cannot stand powerful hyp- 
notics like morphine and hyoscyamia. Mania a potu is the result of a very 
little alcohol acting upon a hyperesthetic and highly predisposed organism ; 
and sedative drugs and nourishing food are demanded. 

The mortality of the cases observed was considerable. Including those 
which died of pneumonia, it must have equalled nearly 10 per cent. 

The treatment generally to be employed consists in at once stopping alco- 
hol, unless there are such complications as pneumonia. Powders of bismuth 
and capsicum or rhubarb and soda are given if food is rejected. A mix- 
ture of chloral and bromide, sometimes with paraldehyde, is administered 
every two hours until sleep is produced ; or, if this is insufficient, a hypodermic 
injection of morphine and amorphous hyoscyamine is employed. It is neces- 
sary to restrain most patients by tying them down, or better, by placing them 
in a padded room on a large mattress. Despite all that can be done, the 
patient will sometimes not sleep except when narcotized, and the delirium 
continues and death ensues. 

Cases of alcoholism are more numerous than formerly, and are yearly 
increasing. 

As regards prophylaxis, the author claims that long “ soaking” with liquor 
for at least a week is necessary to develop an attack of delirium tremens, and 
that it is cheap and poisonous liquor which is particularly liable to bring 
iton. There is, however, no salvation even in pure spirits or in malt liquors 
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or light wines, for, although these latter drinks are relatively harmless in 
Europe, they are not well borne by Americans. In the present state of public 
opinion, at least, the sale of new whiskey and of cheap, stale, and unripe malt 
liquors should be prohibited. 


THE RELATION OF PNEUMONIA TO INFLUENZA IN Boston. 


F.C. SHattuck (New York Med. Journ., June 14, 1890) makes a statistical 
study of pneumonia and influenza in Boston, and of the relation existing 
between them. This he bases upon the cases occurring in the two larger hos- 
pitals of the city, upon the city death-returns of bronchitis and pneumonia, 
and upon the records of the cases of pneumonia and influenza as witnessed 
among the employés of the Pacific Mills of Lawrence. Of 4242 employés of 
these mills 1699 were severely enough affected by influenza to be kept from 
work for several days, and 8 of these had pneumonia, with 2 fatal results. 

The author draws the following conclusions from his observations, which 
he admits, do not throw much light on the nature of influenza-pneumonia. 

1. Pneumonia was unusually prevalent in Boston during the height of the 
influenza epidemic, about the middle third of the visitation. 

2. The statistics of the Pacific Mills indicate that less than one-half per cent. 
of those severely attacked by influenza acquired pneumonia. 

3. Broncho-pneumonia was rare in the hospitals. 

4. The pneumonia mortality-rate was probably not increased, perhaps 
diminished, as compared with that of the previous five years. 

5. The number of cases of pneumonia not preceded by grippe symptoms 
was about the same as the number of pneumonias in an average year. 

6. Pneumonia followed grippe in so large a number of cases as to show 
some sort of connection between the affections. 

7. In 60 per cent. of the cases a single lobe only was affected. 

8. Two-thirds of the cases terminated by lysis. 

9. Pneumonia was three times as frequent in males as in females, and the 
mortality-rate increased with each decade. 

10. The most striking increase in the urban deaths from pneumonia was, 
on the whole, between the ages of twenty and sixty, and eighty and ninety. 
The increase under ten was slight. 

11. The gross appearances in nine cases examined after death were not 
specially noteworthy. 


FRIEDREICH’S ATAXIA. 


DEJERINE and LETULLE (La Médecine Moderne, 1890, No. 17, 821) make a 
critical study of the pathology and pathological anatomy of Friedreich’s 
ataxia; basing it upon a case recently reported by Letulle and Vaquez before 
the Société de Biologie, and upon a review of the reported autopsies in this 
disease, though they omit some very important cases, apparently without 
good reason. This case, whose clinical history had already been partially 
reported by Blocq two years ago, they sum up as follows: 

Friedreich’s disease in a young man, only son of a family entirely free from 
any hereditary taint. Motor incoérdination commenced ten years before. 
An ascending progress of ataxiform affection of contractibility. When at 
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rest an athetosic condition of the four extremities and of certain muscles of 
the face. Arhythmic oscillations of the head; nystagmus; slow and scanning 
‘speech; Romberg’s symptom ; loss of all the tendon-reflexes. Perfect in- 
tegrity of sensibility in all its forms; integrity of all the sensory apparatus ; 
absence of trophic affection. Normal electrical reactions. Arrest of the 
general development of the body, especially in the lower limbs; infantile 
expression; habitual genital excitement; a slight degree of intelligence. 
Scoliosis; abnormal prominence of the dorsal region of the foot. Asystole, 
pulmonary apoplexy, death at the age of twenty-one years. : 

Autopsy : Narrowing of the mitral orifice, probably congenital; pulmonary 
apoplexy. The spinal cord small; the meninges adherent on the posterior 
surface ; extreme sclerosis of the columns of Goll; very marked sclerosis ot 
the columns of Burdach; atrophic lesions of considerable degree in the 
columns of Clarke ; disseminated atrophy of the posterior roots much less than 
the sclerosis of the posterior columns; the same sclerotic lesions of the zone 
of Lissauer ; slight and restricted sclerosis of the crossed pyramidal tracts ; 
atrophic lesions of moderate intensity of the direct cerebellar tracts; peri- 
ependymal glioma with lateral displacement of the ependymal canal ; thicken- 
ing of the posterior spinal meninges; absolute integrity of all the anterior 
portion of the cord. 

In discussing the pathology of the disease, the authors first call attention to 
the appearance of the posterior columns in their case, so entirely different 
from that seen in the disease of Duchenne. In the latter there is a consider- 
able thickening of the trabecule leaving the pia mater; thickening of the 
neurogliar tissue between the nerve-tubules, and alteration of the vessels and 
the peri-vascular connective tissue. Nothing of this sort was to be found in 
the posterior columns of the authors’ patient; but, instead, a pure, neurogliar 
sclerosis, independent of all vascular degeneration, entirely analogous to that 
described by Chaslin as occurring in. the brain in patients afflicted with 
essential epilepsy. Instead of the thickening there were whirls of very fine 
and very long fibres, pressed one against the other, and arranged on different 
planes, but chiefly horizontally. In the antero-external zone of the columns 
of Burdach some nerve-tubes could be found; and these, instead of being 
seen cut transversely, followed the direction of the whirls in which they 
were situated. This peculiarity of Friedreich’s ataxia is one which the 
authors claim has not before been described, and one which is always absent 
in ordinary tabes. The further description of the histological changes in 
the posterior columns they give with the fullest detail. As regards the lateral 
tracts, they make the claim that in the reported cases the sclerosis here de- 
creases from the periphery toward the centre of the cord, and from below 
upward. It is thus very different from a true systemic lateral sclerosis; for 
while in the lower portion of the cord it occupies the direct cerebellar and 
the crossed pyramidal tracts, in the cervical region only a portion of the former 
is involved, and the lateral tracts are free. The sclerosis in the postero-lateral 
portion of the cord was very different from that of the posterior columns ; 
there being an absence of the whirls described, but the presence of a marked 
thickening of the trabecule of the pia mater with alteration of the vessels- 
The authors believe that Friedreich’s ataxia is a non-systemic, combined scle- 

rosis ; a systemic sclerosis of the posterior columns, complicated by a lateral 
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sclerosis, dependent upon a cortical meningo-myelitis. They review the 
publications of Friedreich, Smith, Pitt, and Riitimeyer, to show that these 
writers had in fact observed the same appearance in the posterior columns as 
now described, but had failed to recognize its significance. They state that 
there are but two forms of sclerosis in the spinal cord: the one, the sclerosis 
with vascular alterations ; the other, the pure, non-vascular, neurogliar sclero- 
sis, Disseminated sclerosis, tabes, and diffuse sclerosis belong to the first class, 
while Friedreich’s ataxia is the only member of the second class yet known. 
This neurogliar sclerosis of the posterior columns they denominate also a 
“ gliosis.” It is a sclerosis derived from the external layer of the blastoderm 
since the neuroglia is derived from this. This new view of the disease is im- 
portant, both pathologically and etiologically. With this conception we can 
understand better the great influence of heredity and the family character of 
the disease, its dédué in infancy or adolescence, the smallness of the posterior 
part of the cord, and the frequent coincidence of anomalies of the central 
spinal canal. The purely neurogliar nature of the lesion makes it evident 
that we have to do with an anomaly in development of the spinal cord, par- 
ticularly of the posterior portion. 


A CasE OF CEPHALIC TETANUS, WITH FACIAL PARALYSIS. 


LANNOIS (Rev. de Méd., 1890, 168) reports a case of this affection occurring 
in a man of sixty-nine years, whose previous history could not be clearly 
elicited, but who appeared to have been gradually growing more and more 
weak, while his legs became swollen and his breath short. Fifteen days 
before coming under observation he took to his bed on account of inability 
to walk from weakness and from the swelling of his legs. For eight days 
his wife had noticed that he could not open his mouth, and she had been 
obliged to feed him with liquid food, which he drew in between his teeth. 
The most striking feature, on the inspection of the patient, was a peripheral 
paralysis of the left side of the face. There was a small wound on the face 
near the external angle of the left eye. It was impossible to learn how long 
this had existed. It was covered by a sero-purulent fluid, possessed a hard 
base, and was surrounded by an cedematous area. Both pupils were greatly 
contracted. Trismus was present, with firm contraction of the masseters on 
both sides, rendering it impossible for the patient to open his mouth, or to 
move the lower jaw from side to side, and rendering speech difficult. There 
was no hydrophobia or dysphagia. 

His condition grew somewhat worse ; there appeared to be times in which 
the contracture was increased; some muttering delirium appeared ; stiffness 
of the back of the neck developed, and there once seemed to be difficulty 
in swallowing. In about two days he died. The post-mortem examination 
revealed nothing of importance. A bacteriological examination was made 
without results. 

In reviewing the case, the author says that this patient presented the 
essential phenomena of cephalic tetanus, namely: 1. A wound in the region 
of the trigeminal nerve; 2. A complete facial paralysis of peripheral type, 
situated on the same side as the lesion; 3. Tetanic spasm limited to the ele- 
vators of the jaw, then extending to the muscles of the neck, and, perhaps, 
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to those of the pharynx. In addition to these features, there was in this case 
the great contraction of the pupils; a symptom which, when present, would 
seem to indicate that the nucleus of the third pair, which presides over the 
movements of the iris, was implicated as well as the motor nucleus of the 
trigeminal. 

Villar found that the average period of incubation in the twenty-eight 
cases which he analyzed equalled nine days. In this case it was impossible 
to determine this point. The total duration in this instance was ten or eleven 
days, 

As regards the explanation of the paradoxical combination of paralysis 
with tetanic symptoms, no post-mortem lesions have been discovered in any 
case which can explain the matter. The least.improbable of hypotheses 
is that tetanus is an infectious malady, and that the soluble products ot 
the bacillus, the toxines, act upon the nerve-centres. It may be that the 
same substance acts differently upon different nerves, producing here spasm 
and there paralysis. Or it is possible that the bacillus produces more than 
one alkaloid; one of which produces spasm, and another paralysis. 


On INTESTINAL ANTISEPSIS. 


CANTANI ( Wien. med. Woch., 1890, No. 21,851) says that there are two ways 
to render innocuous the living germs of disease in the intestine—i. e., either 
per 0s or per anum. For use in the first method only such substances can be 
employed which will pass the stomach unchanged. Calomel has been shown 
to be useful in this way in the case of simple fermentative processes, but use- 
less in cases of longer infection. Charcoal, naphthalin, salicylate of bismuth, 
and iodoform, have also been employed. These substances exert an anti- 
septic influence on the intestinal contents, it is true, but, 6n account of their 
insolubility, are unable to influence the intestinal wall itself; and experience 
shows that they possess no power over the course of typhoid fever. It is clear 
that the administration by the mouth of soluble disinfectants, capable of 
being absorbed in the intestine, or of undergoing decomposition there—as 
carbolic acid, sublimate, etc.—can never fulfil the purpose of a thorough in- 
testinal antisepsis; for, apart from the fact of the smallness of the dose which 
the human economy will tolerate, the greater part of the substance is absorbed 
in the stomach, and the remainder reaches the intestine in so altered a 
condition that its antiseptic power is more or less lost. 

Through the anus is, therefore, the only, as it is the best, way left us to 
bring antiseptic substances directly into contact with the germs of disease. 
That large injections will pass the ileo-cecal valve, has been repeatedly proven 
by experiments. The advantages of this method are: that the mechanical 
irritation produced by any powder is done away with, that the stomach is 
spared all mechanical or chemical action, that there is a more direct contact 
of the drug with the diseased portion of the intestine, and that greater doses 
of a saturated solution may be employed than can be introduced through the 
stomach. The method possesses secondary actions not to be undervalued. 
Thus, the bodily temperature can be reduced by the use of cold injections, or 
raised by hot fluids, or the intestine may be washed out and large amounts 
of bacteria and ptomaines removed. 
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Of substances to be employed for intestinal antisepsis, those most to be pre- 
ferred are tannic acid and carbolic acid. Sublimate has no disinfecting action, 
on account of the combinations which it forms with albumen in the bowel. 
Tannic acid fulfils the double indication of a rational intestinal antisepsis, 
namely, paralyzing the vegetative activity of the bacteria, and the render- 
ing innocuous the poisonous ptomaines formed there. Experiments have 
shown this, and actual clinical experience amply confirms it. There is 
nothing better than tannic acid enteroclysis in all forms of intestinal catarrh 
produced by bacteria, and accompanied by fermentation. The addition of 
gum Arabic is desirable in dysentery when the bowel is irritated. In case of 
great tenderness an injection of one to one and a half quarts of oil is of ad- 
vantage, occasionally alternated with enemata of tannig acid. In typhoid 
fever enteroclysis is a valuable method; the meteorism and diarrhea rapidly 
diminishing, and the disease running a favorable course. In the very earliest 
stages of the disease it even seems possible to exercise an abortive action upon 
the commencing typhoid infection in the intestine. 


ON THE AMC@BA COLI IN DYSENTERY AND IN DySENTERIC LIVER 
ABSCESS. 


OsLER (Johns Hopkins Hosp. Bull., May, 1890) reviews the literature re- 
lating to the discovery of and investigations concerning the Ameba coli. The 
most extended observations have been made by Kartulis, who found these 
organisms in every instance in the stools of 500 cases of dysentery, while 
in 12 autopsies the amcebe were present in every case. He extended his 
observations, too, to liver abscess due to dysentery, finding the parasite in 
every case which he examined. Massiutin has also made studies upon the 
organisms, finding them identical with those described by Kartulis, though 
not agreeing entirely with him regarding their etiological connection with 
the disease. 

Osler reports the case of a man who had had several attacks of chronic 
dysentery, and finally developed an abscess of the liver. The abscess was 
opened, and the ameebe found in the pus in large numbers up to the date 
of the patient’s death, as well as in the stools. The amcbe from the liver 
ranged from 10 » to 20 u in diameter. They were circular or ovoid when 
at rest, but when in motion presented the extremely irregular contour of 
moving ameeboid bodies. The protoplasm could be distinctly differentiated 
into a translucent homogeneous ectosarc, and a granular endosarc containing 
the nucleus, granules, and vacuoles. The processes seen during movement 
were always rounded, never angular or linear as in the white blood-corpus- 
cles, Though the movements were sometimes slight, many examples were 
seen in which they were quite as striking as in the large active forms of pond 
ameebee. 

The character of the stools varied considerably. Sometimes there was a 
large, fluid, brownish evacuation, with little or no mucus, but more often 
three or four ounces were passed at a time, and blood and small whitish 
sloughs were seen scattered through this. Sometimes the stools were com- 
posed chiefly of mucus. Experience showed that the amcbe were rarely 
found in the brownish stools. In the mucus they were more frequent, but 
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they were met with in large numbers only in the small, grayish fragments, 
which were, no doubt, portions of sloughs. The general character of the 
amcebee was identical with that of those of the liver, except that a greater 
variation in size was noticed. 


SALINE INTRAVENOUS INJECTIONS IN DIABETIC COMA. 


DICKINSON (quoted in Practitioner, April, 1890, 292) reports the case of a 
woman, aged twenty-five, suffering from diabetic coma, who was treated by 
the intravenous injection of a solution of chloride of sodium, chloride of 
potassium, sulphate of sodium, and bicarbonate of sodium dissolved in water. 
This was slowly injected into the arms until, in the course of an hour and a 
half, 106 ounces had been introduced. There was no immediate improve- 
ment, nor did the patient seem any worse. About ten minutes after the con- 
clusion of the operation consciousness began to return, and soon became so 
complete that she was able to talk with her friends and take food; but the- 
next day she was again as comatose as before. The injection was repeated into 
one of the veins of the leg, and 350 ounces were introduced. The patient 
remained unconscious for about three-quarters of an hour, then recovered 
complete consciousness, and retained it for nine hours. After this she was 
drowsy, but for the most part sensible for thirty hours; then lapsed into 
coma and died. Urine of a specific gravity of 1012, containing 1.8 per cent. 
sugar, was freely voided; it gave no acetone reaction, though this had been 
well marked before the injection. The bowels were loose. The skin, which 
had been dry, became moist. : 

The author thought that the delay in the return of consciousness indicated 
that the benefit was due to elimination rather than to hydration. It is clear 
that 100 ounces, or twice that quantity, can be introduced with advantage, 
but the results were not such as to promise more than temporary benefit. As 
a practical and safe conclusion is the suggestion that the free drinking of 
water should be enforced before diabetic coma is established in cases in which 
it is anticipated. 


SURGERY. 
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PROFESSOR OF CLINICAL SURGERY IN THE UNIVERSITY OF PENNSYLVANIA; SURGEON TO THE 
UNIVERSITY AND GERMAN HOSPITALS, 


RESECTION OF THE CCUM FOR CARCINOMA, 


Some general observations upon the question of resection of the cecum for 
malignant disease, together with the report of two cases in which the opera- 
tion was performed, are contributed by SENN (Journal of the American Medical 
Association, June 14, 1890). 
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He announces the following conclusions: 

1. Resection of the cecum for carcinoma can be done with a fair prospect 
of a permanent cure if the operation is performed before infiltration of the 
retro-peritoneal and mesenteric glands has occurred. 

2. Ileo-colostomy with absorbable perforated approximation-plates is the 
best method of restoring the continuity of the intestinal canal after excision 
of the cecum. 

3. The best material for approximation-plates is decalcified bone preserved 
in an antiseptic solution. 

4. Hygroscopic and indestructible or inabsorbable material should not be 
used in the preparation of approximation-plates or rings, as the former may 
cause pressure-gangrene, and the latter may prove a source of danger by 
remaining permanently as a foreign body in the organ in which it has been 
introduced. 

5. Lleo-colostomy without resection of the cecum is indicated in cases of 
intestinal obstruction from inoperable carcinoma of the cecum, irreducible 
invagination without perforation or evidences of gangrene, and in cicatricial 
stenosis in the ileo-ceecal region not amenable to a plastic operation. 

6. Scarification of the serous surfaces interposed between the bone-plates 
is the most reliable means of hastening the formation of adhesions and of 
shortening the process of definitive healing. 

7. Resection of the cecum and ileo-colostomy with or without enterectomy 
should be done through a lateral incision, extending from near the middle of 
Poupart’s ligament to a point half-way between the anterior superior spinous 
process of the ilium and the umbilicus. 

8. Suturing of the serous surfaces just beyond the margins of the bone- 
plates renders material aid in maintaining apposition between the serous 
surfaces which it is intended to unite, and furnishes an additional safeguard 
against fecal extravasation. 

9. Anchoring of the approximated parts in the ileo-cecal region with a 
mesenteric-peritoneal suture should be done in ileo-colostomy after resection 
of the cecum. 


SuRGICAL TREATMENT OF GENERAL PARALYSIS. 


SHaAw and Cripps (British Medical Journal, June 14, 1890) report a case 
of general paralysis of the insane in which decided amelioration of symp- 
toms followed trephining. The patient was admitted into the Banstead 
Asylum in April, 1889, with well-marked symptoms of general paralysis. 
There was a history of a blow on the left side of the head inflicted fifteen 
months before. He complained of great pain in the region of this injury. 
The symptoms were typical and complete. The patient was trephined over 
the seat of injury with the object of relieving pain, of draining off fluid, and 
of lessening pressure. The trephine was applied just in front of the left 
parietal eminence. The bone was found to be moderately thin; a second 
disk was removed an inch posterior to the former and the intervening bone 
was taken away. There was much bulging of the dara mater. A portion 
of the dura, arachnoid, and pia mater, somewhat less in area than the bone- 
opening, was dissected out. The scalp-flap was then replaced, the wound 
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was drained and closed. The drainage-tubes were removed the following 
day. 

Cephalalgia disappeared entirely, and the memory was much improved. 
Beyond a certain sense of well-being there was no appearance of delusion. 
Motor symptoms were not influenced. He was discharged four months after 
operation, there being no mental disease beyond a slight dulness. A month 
later the patient’s condition was about the same as when he was discharged 
from the hospital. He had procured a situation, but was unable to keep it, 
and exhibited some irritability of temper. 

Cripps also reports the sequel of the first case operated on by him in July, 
1889. The mental symptoms were entirely relieved, and the patient was 
discharged from the workhouse because it was impossible to keep him under 
certificate. In February of this year, he had a severe attack of convulsions, 
and, after lying in a comatose state for some time, died six months after 
operation. In his last convulsive attack, though there was a little pulsation, 
no bulging was noticed over the trephine-hole. This negatived the idea of 
obtaining relief from opening of the scar. On post-mortem examination, 
the absence of bulging was accounted for by the fact that a very tense 
fibrous membrane had taken the place of the removed bone. About six 
ounces of fluid were taken from the brain. Cripps believes that, even if cure 
cannot be obtained by relieving cerebral pressure, great relief follows. 

The cases are qs yet too few in number to judge of the risk of operation. 
The other patient upon whom he operated, recovered sufficiently to have 
made a will which would have stood in a court of law. 

It is possible that better results may be obtained by removing a much 
larger area both of the bone and meninges than has hitherto been done. 


INTUSSUSCEPTION TREATED BY THE AID OF BARNES’S BAG. 


RIVINGTON (The Lancet, June 7, 1890) reports two cases of intussusception 
treated by means of Barnes’s bag. 

The first case was a man of fifty-seven, suffering from a chronic form ot 
obstruction with acute exacerbations. During the latter the gut protruded 
externally for two inches. On admission to the hospital, a rectal examina- 
tion showed a rounded, firm swelling, about the size of a hen’s egg, with a 
velvety surface. At its apex was an orifice into which the finger could 
easily be passed. There was no abdominal tumor. A Barnes’s bag was in- 
troduced into the rectum empty, and was gradually filled with fluid. The 
intussusception slowly receded, and finally disappeared altogether; the patient 
suffered from no further signs of his trouble. 

The second case was a child seven months old. He had been suffering 
with abdominal symptoms for two weeks, crying with pain, vomiting, and 
passing blood from the bowel. The intestine was protruding externally. 
An injection of two pints of water reduced the intussusception; but the 
following morning the bowel again came down. The ileo-cxcal valve formed 
the apex of the invaginated portion of the bowel. Reduction of the intus- 
susception was easy as far as the upper part of the rectum, but attempts to 
reduce it further by injection, insufflation, and position failed. A character- 
istic tumor was found in the position of the descending colon and sigmoid 
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flexure. The bowel constantly descended, in spite of the strapping of the 
buttocks together. Finally, it was reduced as far as possible and retained in 
position by the introduction of a Barnes’s bag, which was then inflated with 
air; this bag was removed twice a day to allow the escape of liquid motions. 
On the second day the bag was retained twenty-four hours. At the end of 
that time the tumor had disappeared, and, on taking away the bag, a large 
quantity of flatus escaped. No further symptoms attributable to the intus- 
susception were afterward noted, although the child steadily emaciated, and 
finally died three weeks later. 

Rivington explains the action of the bag in this case by stating that re- 
duction was due to peristaltic or anti-peristaltic action of the bowel which 
contained the intussusceptum. Another possible explanation is, that reduc- 
tion might be due to the accumulation of gas above the bag. 

This method of treating intussusception is, of course, not serviceable in 
cases of acute strangulation, or where adhesions are formed. 


RESECTION OF THE TRANSVERSE PROCESS OF THE SEVENTH CERVICAL 
VERTEBRA. 


A case involving great surgical skill and particularly successful in its 
* outcome is reported by PERRIER. 

A man, aged thirty, had suffered from palsy for many years, with violent 
pains in his right arm associated with muscular atrophy. On examination, 
a bony outgrowth over the transverse process of the seventh cervical vertebra 
was discovered. The patient noted this in his twelfth year. The symptoms 
were due to the pressure of this exostosis upon the subclavian artery and the 
brachial plexus. An incision was made in the right subclavicular fossa, 
and the external jugular vein was ligated. The subclavian artery and vein, 
together with the brachial plexus, were drawn aside, and the bony growth 
was fully exposed. In removing this the pleura was wounded. This was 
followed by pneumothorax and cellular emphysema. Both disappeared in 
a few days. The wound healed, with drainage, by primary intention. 

The subsequent treatment consisted in the use of douches, massage, and 
electricity. Pain and muscular atrophy entirely disappeared, together with 
a slight hoarseness which had been observed before the operation. The 
patient’s recovery was complete. 


STERILIZATION OF CATGUT. 


This most important subject has been ably investigated by LAROCHETTE 
(Lyon Médical, June 1, 1890). 

According to Reverdin, sterilization of catgut is more difficult to accom- 
plish than is the case with any of the other materials used for suturing or 
ligature. He states that it is comparatively easy to destroy all the germs in 
catgut if the latter is entirely free from fat, and is then submitted to a tem- 
perature of 140° C. for four hours. When the fat is not removed from the 
gut, the latter is fried in its own grease. For the purpose of determining 
the accuracy of this observation, Larochette introduced pieces of catgut into 
glass tubes, which were then hermetically sealed. These tubes were placed 
in an oil-bath, the temperature of which was gradually elevated. At 90° C. 
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the smallest catgut was so markedly altered as to be unfit for use. At 100°C. 
the largest size was similarly affected. For the purpose of entirely removing 
all fat, a quantity of catgut was then subjected to the action of ether and 
bisulphide of carbon. Precisely the same results followed as in the first 
series of experiments. Catgut deprived of its fat was then placed in a large 
oven, which was gradually heated. Ata temperature of 100° C. it suffered 
no change. It was then kept for three hours at a temperature of 145° C. 
On removing it from the oven it was found to be slightly burned, but was 
still sufficiently strong to use in surgical practice. Those strands, however, 
which had been freed from fat by the action of ether were entirely useless, 
being rendered almost friable. Dynamometer tests applied to the catgut 
thus sterilized by heat showed that its resistance was but slightly lessened. 
This was particularly the case when the fat had not been removed. The 
strands were much less supple than before being sterilized by heat. 
Larochette considers that the sterilization of catgut by heat is perfectly 
practicable if the following points are carefully observed—namely, the 
gradual elevation of the temperature, and plenty of space for the evapora- 
tion of the water contained in the gut. After exposure for two hours to a 
temperature of 140° C. (284° F.) sterilization is complete. The catgut should 
then be placed, by means of a pair of flamed forceps, in olive oil previously 
boiled, and containing 10 per cent. by weight of crystallized carbolic acid. 


STRICTURE OF THE (ESOPHAGUS. 


InGALS (Medical Record, July 5, 1890) finds that the disease occurs mvure 
frequently in males than in females, and is usually met with in early life. It is 
occasionally found in childhood, and congenital cases have been observed. 
The strictures resulting from swallowing caustic fluids are found usually at 
the upper part of the tube, just back of the cricoid cartilage. The seat next 
most frequently involved is the lower portion of the tube, near the cardiac 
orifice of the stomach. Occasionally multiple strictures are encountered. 

When a stricture has existed for some time, that part of the esophagus 
above is apt to become dilated on account of the detention of food and fatty 
degeneration of the muscular walls; and in very close strictures, the portion 
beneath becomes atrophied. 

The disease is usually traumatic when seen in persons in early life, and 
malignant when found in those past fifty years of age. The traumatic cases 
almost invariably result from the swallowing of hot or acrid substances, 
either accidentally or with suicidal intent. In some instances the disease 
apparently arises spontaneously, although it seems probable that the number 
of these cases is overestimated, on account of the patient either having for- 
gotten or overlooked the real cause. Syphilis, tuberculosis, and more rarely 
rheumatism may act as causal factors. 

In the cases of malignant origin, dysphonia and dysphagia are apt to be 
present at some time in the disease. Occasionally paralysis of the vocal 
cords, due to pressure on the recurrent laryngeal nerve, is seen. 

In the diagnosis the use of the laryngoscope is important, as it enables 
the physician to exclude diseases of the pharynx. Auscultation during the 
deglutition of fluids is also useful—a gurgling sound may be heard at the 


418 PROGRESS OF MEDICAL SCIENCE. 


seat of the stricture. Occasionally the stricture may be detected by palpa- 
tion over the esophagus, but the most satisfactory evidence is furnished by 
passing an cesophageal bougie. Great care must be exercised, however, in 
the use of this instrument, in cases in which there is a possibility of malig- 
nant disease, or of ulceration of the esophagus, otherwise the tube may be 
torn. Tumors and tuberculous laryngitis are to be excluded, the former by 
a careful examination, the latter by the constitutional symptoms, pulmonary 
signs, and laryngoscopic examination. It is also to be noted that the pain 
during deglutition is very much greater in tuberculous laryngitis. It must 
be remembered in the case of spasmodic strictures that there are intervals 
when all of the symptoms of the trouble may be wanting. 

The malignant form of the disease is usually fatal in from eight to eighteen 
months. The non-malignant strictures frequently pursue a very slow course, 
but in the cases due to traumatisms a cure is usually impossible, and if the 
case be one in which there is marked contraction, followed by dilatation 
above the seat of the trouble, death may result from ulceration, abscess, or 
gangrene, as well as from marasmus. 

In those cases in which the constriction is very moderate, the spasmodic 
cases, and those due to catarrhal inflammation, the prognosis is favorable. 
Obviously a very important part of the treatment of any form of this disease 
is the administration of sufficient. and suitable nourishment, and when this 
cannot pass the stricture nutritive enemata should be employed. 

In the specific and rheumatic cases the iodides are to be given; in those 
of malignant origin arsenic may be prescribed for its supposed specific 
effects, and opium in sufficient quantities to relieve the pain; in all other 
cases by far the most useful treatment is mechanical dilatation. This may 
be employed occasionally in malignant cases with benefit. For this purpose 
graduated cwsophageal bougies are used, either alone or subsequent to internal 
or external esophagotomy. Internal cwsophagotomy is generally considered 
a hazardous operation, and has not found favor with surgeons. Dr. J. O. Roe, 
of Rochester, has reported three cases successfully treated by this method. 
External esophagotomy is very rarely called for, only being useful when 
the stricture occupies a portion of the esophagus easy of access. Experience 

“has shown that in the malignant cases the average duration of life is only one 
month after external wsophagotomy or gastrotomy. 

In using the bougies, a medium size should first be selected to locate the 
stricture, after which smaller sizes are to be tried until one which passes 
through the stricture is found, when larger sizes can be employed. Dilatation 
should be repeated after three or four days, beginning with the next to the 
largest bougie used at the last sitting, and following by two larger sizes. 
As the stricture yields to the treatment the sittings may become less and less 
frequent. 

Electrolysis has also been employed in the treatment of this affection. It 
is considered by some as dangerous on account of the proximity of the 
pneumogastric nerve. Fort, of Paris, has used this method in the treat- 
ment in 19 cases; 8 of these were of the fibrous variety, and after a period 
varying from nine to thirty days, 7 were so far cured that 18 to 20-millimetre 
bougies could be passed. The remaining 11, though all malignant, were 
much benefited. 
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The essayist reports thirteen cases which he treated according to the 
methods above detailed. 


PNEUMOTOMY FOR GANGRENE AND ABCSESS., 


Ramsay (Annals of Surgery, vol. ii.) reports four cases of pneumotomy. 
In three abscess-formation constituted the reason for the use of the knife; in 
the fourth operation was undertaken for gangrene, which ended in death; 
the other three terminated in recovery. In the case of gangrene upward of 
an inch of the seventh rib was resected, the seat of sloughing was found by 
means of an exploring-needle, the lung was incised and the gangrenous area 
was thoroughly drained. Adhesions between the parietal and visceral plevra 
prevented pneumothorax. The patient made a good recovery. A three-per- 
cent. carbolic lotion was at first used as an injection. This caused such a 
violent spasmodic cough that it had to be discontinued. 

In the second case pulmonary abscess developed in consequence of a gun- 
shot wound. Pneumothorax was also present. Portions of the third, fourth, 
fifth, sixth, and seventh ribs were resected and the lung abscess was incised 
at the level of the the third rib. The patient recovered entirely. 

In the third case portions of several of the ribs were resected. The abscess 
was opened by means of a Paquelin cautery and packed with iodoform-gauze. 

There were, however, multiple abscesses in the lung, and the patient 
perished some months later from septicemia. 

The fourth case was treated in a similar way and terminated in recovery. 


OBSTETRICS. 


UNDER THE CHARGE OF 


EDWARD P. DAVIS, A.M., M.D., 


PROFESSOR OF OBSTETRICS AND DISEASES OF CHILDREN IN THE PHILADELPHIA POLYCLINIC; 
DEMONSTRATOR AND CLINICAL CHIEF OF OBSTETRICS AND GYNECOLOGY IN THE 
JEFFERSON MEDICAL COLLEGE; VISITING OBSTETRICIAN TO THE 
PHILADELPHIA HOSPITAI, ETC. 


THE RESULTS OF OPERATIVE OBSTETRICS. 


DiurssEn (Berliner klinische Wochenschrift, Nos. 28 and 24, 1890) concludes, 
from the results of 230 cases of obstetric operations, that the mortality in con- 
finement is not increased by operation. His cases occurred mostly in poly- 
clinic practice, and he regards Cesarean section as the only operation which 
adds to the risk of septic infection. He employs strict antisepsis of operator 
and instruments; uses carbolic acid, 3 per cent., as intra-uterine douche; 
tampons the uterus and vagina for hemorrhage; performs version in flat 
pelves; incises the cervix and labia when the parts are rigid; pushes the head 
down into the pelvis by supra-pubic pressure before applying the forceps, and 
applies it often obliquely. In abortion he empties the uterus at once by 
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the finger or curette; in adherent placenta complete narcosis is considered 
indispensable in emptying the uterus. With these principles of treatment 
230 operations were performed, with 3 deaths from sepsis, 1 from eclampsia. 
Morbidity and results in children were correspondingly good. 


DysTOCcIA FROM IMPACTED OVARIAN CysT. 


LoMER (Deutsche medicinische Wochenschrift, No. 24, 1890) reports the case of 
a multipara with contracted pelvis; the child perished from prolapse of the 
cord; efforts at forcible extraction resulted in severing the trunk from the 
head; the patient died, collapsed. On examination an ovarian cyst was 
found imbedded and adherent in Douglas's cul-de-sac. Lomer, from cases 
observed by him and from recorded cases, urges, 1, examination per rectum ; 
2, endeavor to dislocate and replace the tumor, with puncture through the 
rectum; free incision through the rectum and emptying the cyst may be 
needed. 

CERVICAL MYOMA OBSTRUCTING LABOR; CHSAREAN SECTION AND 

ENUCLEATION OF TUMOR; RECOVERY. 


ENERKE (Deutsche medicinische Wochenschrift, No. 29, 1890) reports the case 
of a multipara whose labor was obstructed by a cervical myoma. Efforts to 
dislocate the tumor and deliver the head with forceps or to enucleate the 
tumor through the vagina failing, Cesarean section was performed, and the 
uterus and abdomen closed as usual. An incision was made into the tumor 
through the vagina, and it was enucleated and its capsule packed with iodo- 
form-gauze. Mother and child recovered. 

[It is not necessary to amputate the uterus in myomata of the cervix, but 
in myomata of the body of the uterus amputation should be performed, because 
necrosis of the incised myoma and sepsis result if Cesarean section be done. } 


AMPUTATION OF THE GRAVID UTERUS FOR MULTIPLE MYOMATA; 
RECOVERY. 


Donat ( Centralblatt fiir Gyniikologie, No. 29, 1890) reports a case of multi- 
ple myomata which prevented dilatation of the uterus and the completion of 
labor. Uterine amputation was performed, the stump covered by peritoneum 
and replaced in the abdomen; a glass drainage-tube was placed in Douglas’s ° 
cul-de-sac. Uncomplicated recovery followed. 

In discussing this case SANGER emphasized the necessity for drainage when 
the stump is dropped into the abdominal cavity. 


THREE CASsEs OF Ectopic GESTATION. 


Saneer (Jbid.) reports an ovarian-abdominal pregnancy in which the 
amnion was found infiltrated with calcareous material ; the foetus lay free in 
the abdominal cavity, and the placenta was contained in a sac formed by the 
left tube and ovary. Microscopic examination revealed necrotic placental 
tissue, but no trace of ovarian. The conclusion was reached that the preg- 
nancy had been ovarian-abdominal. 


| 

| 

| 

| 

| 

| 

| 


OBSTETRICS. 421 


Also a case of tubal gestation at three months, with intra-ligamentous 
rupture and extra-peritoneal hematocele. The incision was T-shaped, ex- 
tending along the linea alba and at right angles. The peritoneum and sac 
were sutured and ten days allowed to elapse before the sac was opened with 
the thermo-cautery. The sac and other pockets were tamponed with iodo- 
form-gauze; no other drainage was employed. lecovery followed. 

A third case of tubal abortion, with ovarian hematoma and hematosalpinx 
was also successfully treated by laparotomy. 


ONE HUNDRED AND EIGHTEEN CASES OF INDUCED LABOR, 


AHLFELD (Centralblatt fiir Gynikologie, No. 30, 1890) has induced labor in 
118 cases, from whose study he draws the following conclusions: The results 
of the induction of labor compare most favorably with those of Cesarean 
section—80 per cent. of 111 cases leaving the hospital in good health. In 
101 children born in contracted pelves, 60%, per cent. were discharged in 
good health. The method of introducing a bougie is best adapted to 
private and hospital practice. Labor should be induced as late as possible; 
and the smallest true conjugate which justifies the operation is two and 
three-quarters inches. Induced labor should be allowed to proceed as nearly 
like normal labor as posssible. 


OVARIAN CYSsT COMPLICATING PREGNANCY; RUPTURE OF THE CYST; 
RECOVERY. 


RuGE (Zbdid.) was called to a patient four months pregnant, who suffered 
greatly from the pressure of a pelvic cyst. Under anesthesia the tumor was 
outlined and replaced ; abortion followed. After recovery laparotomy was 
performed, when no cyst was found. It had probably ruptured during repo- 
sition, being most likely a broad-ligament cyst. 


HYPODERMIC TRANSFUSION OF DILUTE SALINE FLUID FOR PROFOUND 
ANZEMIA. 


HuzaRskI (Centralblatt fiir Gynikologie, No. 28, 1890) reports a case of 
obstinate post-partum hemorrhage in which the greatest benefit was derived 
from rectal injection of two pints of salt solution ,, of 1 per cent.; in a recur- 
rence of the hemorrhage one and a half pints of the solution, warmed, were 
injected beneath the skin between the shoulders. Recovery resulted. 


A CASE OF INVERSION OF THE UTERUS. 


Barsony (Centralblatt fiir Gyniékologie, No. 28, 1890) reports a case in 
which complete uterine inversion occurred four months before the patient 
came under observation, produced by rapid delivery of the placenta at the 
hands of a midwife. After pressure with a colpeurynter had been employed 
for several days without result, examination in the knee-chest position re- 
vealed the fact that the uterus was not in the pelvic axis, and that force was 
misdirected and lost against the vaginal portion. The vagina and parts about 
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the uterus were then tamponed with iodoform-gauze sufficiently to keep the 
uterus in place and pressure was renewed, when reposition occurred after a 
few hours. 


PREGNANCY INTERRUPTED BY EXOPHTHALMIC GOITRE. 


HABERLIN (Centralblatt fiir Gynakologie, No. 26, 1890) observed the inter- 
ruption of pregnancy at eight months by death of the fetus, which resulted 
from premature separation of the placenta followed by the development of 
exophthalmic goitre. Hemorrhage was controlled by antiseptic tampons and 
the uterus was emptied spontaneously. Normal puerperium and cessation of 
the symptoms of goitre followed. 


An ELEcTRIC BREAST-CUP TO PROVOKE LABOR-PAINS. 

Taking advantage of the familiar fact that irritation of the breasts often 
causes the uterus to contract, FREUND (J bid.) has devised an electric cup 
shaped like an ordinary dry-cup, containing a moistened sponge which he 
applies over the mammary gland; the cup carried the kathode of a galvanic 
circuit, The anode was a broad plate placed over the abdomen. Six or 
seven milliampéres sufficed to excite vigorous and persistent uterine contrac- 
tion. The sponge in the cup was brought in contact with the nipple. The 
apparatus gave good results in two labor cases, and worked well in several 
pregnant patients. 


THE TREATMENT OF PLACENTA PR2VIA. 


WYDER (Correspondenz-blatt fiir Schweizer Aerzte, No. 14, 1890) takes issue 
with the treatment of placenta previa by the tampon for the following 
reasons: Hemorrhage from the uterine sinuses is not certainly checked by 
the tampon, when the membranes have ruptured there is great danger of 
intra-uterine hemorrhage persisting; version and immediate extraction, ad- 
vocated after the use of the tampon, expose the patient to the dangers of 
septic infection and injury to the lower uterine segment and cervix; by this 
method of treatment hemorrhage in the third stage of labor and artificial 
separation and delivery of the placenta are more frequent; in the use of the 
tampon much valuable time is lost. Wyder believes that combined version, 
tamponing the uterus with the breech and body of the foetus, and sponta- 
neous and slow expulsion of the foetus, reduce the dangers of placenta previa 
to a minimum for mother and child. 


INDUCED LABOR IN HUNGARY. 


DrRNER ( Wiener medicinische Presse, No. 28, 1890) reports a case of induced 
labor for a flat rhachitic pelvis whose true conjugate was 3,% inches; previous 
labors had been difficult. Bougies were introduced for five days, the uterus 
acting slowly, and delivery was effected by version. Mother and child re- 
covered well. 

The induction of labor has been performed in Hungary twenty-three times, 
Semmelweiss having first done it in 1856. Its rarity is explained by the 
fact that pelvic deformity is uncommon in Hungary. 
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THE ETIOLOGY AND TREATMENT OF OSTEOMALACIA, 


ScHautTa ( Wiener medicinische Presse, No. 27, 1890) has collected twenty- 
four cases of osteomalacia treated by uterine amputation, of whom twenty 
were cured and four improved. Eight cases have been treated by odphorec- 
tomy, among them Schauta’s last case, in which marked improvement fol- 
lowed removal of the tubes and ovaries one and a quarter years after the fourth 
confinement. Von JAKSCH examined repeatedly the urine of two patients 
operated on by Schauta. He found a great excess of fatty-acid compounds ; 
uric acid, nitrates, phosphoric acid, lime and magnesia were very deficient. 
The alkalinity of the blood was also greatly lessened. He had not found 
albumose. In rhachitis these conditions were not present. 


PARTIAL NECROSIS OF THE UTERUS AND VAGINA. 


DosBeErt (St. Petersburger medicinische Wochenschrift, No..23, 1890) reports 
two cases of puerperal septic infection in which partial necrosis and discharge 
of fragments of uterine and vaginal tissue occurred. One patient recovered, 
the other died. On post-mortem examination the pathological appearances 
of gangrene were present. Dobbert narrates, in illustration, a case of typhoid, 
in a multipara, some years after childbirth, in which similar necrosis occurred. 


A STUDY OF THE CONFIGURATION OF THE Fa@TAL HEAD AT BIRTH. 


RuNGE ( Zeitschrift fiir Geburtshiilfe und Gyndkologie, Band xix. Heft 1) con- 
cludes, from an extended study of this subject, that the existence of marked 
asymmetry of the foetal skull in certain dimensions as a result of labor is very 
doubtful. Weber’s view is rational, that the mechanism of labor depends 
largely on the preéxisting configuration of the skull. The convexity of the 
anterior parietal bone in occipito-posterior position arises during labor, 
but disappears so soon that scarcely a millimetre-difference remains. The 
curvature of the frontal bone is practically unchanged by labor. The over- 
riding of the parietal bones and their depression beneath the adjacent bones 
are the result of rotation. 


THE PATHOLOGY OF THE LIVER IN ECLAMPTIC PATIENTS. 


PILLIET (Gazette Hebdomadaire, No. 30, 1890) believes, from his study of 
eclamptic cases, that the most important pathological changes in eclampsia 
occur in the liver. The first of these is dilatation of the branches of the 
portal vein forming sinuses and blood-pockets. Then masses of liver cells, 
in a necrotic condition, are observed, and at the periphery of each mass a 
dilated bloodvessel. Proliferation of leucocytes is also present in the enlarged 
blood-spaces. 


SULPHATE OF COPPER AS AN OBSTETRIC ANTISEPTIC. 


In a recent number of the Journal de Médecine de Paris TARNIER reports 
his experience with sulphate of copper as an antiseptic. In a solution of two 
and one-half drachms to one quart of water mma complained of its irritating 
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action, and the hands ‘of nurses were stained and roughened. In one-half 
this strength Tarnier considers it a reliable antiseptic, less dangerous than 
bichloride of mercury. 


RUPTURE OF THE UTERUS; LAPAROTOMY; RECOVERY. 


HENARD (Le Mercredi Médical, No. 23, 1890) reports a case of contracted 
pelvis in which rupture of the uterus occurred. After efforts to extract the 
foetus through the vagina had failed, laparotomy was performed. 

The uterus was found torn from its vaginal attachments and was removed. 
In the emergency ligatures were dipped in brandy in the lack of a usual anti- 
septic. The abdomen was closed without drainage, and dressed with cloths 
wet in brandy. On the following day the usual dressings were applied. The 
patient had completely recovered in two months afterward. 


FRACTURE OF BotTH FEMORA IN BREECH LABOR. 


Remy (Archives de Tocologie, vol. xvii., No. 6, 1890) reports the case of a 
primipara whose child presented by the breech, and was spontaneously deliv- 
ered in breech presentation. Labor was not difficult and the child breathed 
well. On examination it was found to have double talipes equino-varus, and 
both femora were fractured at their middle. Pseudo-ankylosis, due to mus- 
cular spasm, was observed at each hip. Under simple splints union occurred 
without deformity, and the hip-joint moved freely. Remy explains the case 
on the supposition that the thighs were crossed upon the abdomen, instead of 
being extended, by muscular spasm. The presence of such a spastic con- 
dition was proved by the double talipes present. One of the causes of this 
condition is known to be deficient amniotic liquid. 


THE TREATMENT OF BREECH-PRESENTATION WHEN THE LIMBS ARE 
Not UNFOLDED. 


OLIVIER (Annales de la Policlinique de Paris, No. 1, 1890), in discussing the 
question whether birth by breech-presentation or combined version affords 
best results for mother and child, reports three cases in which great difficulty 
was experienced in delivering by the breech. He has found a blunt hook 
carrying a fillet to be of great service in these cases in decomposing the wedge 
formed by the breech and limbs, by bringing down a thigh. When the back 
of the child is anterior he would use the hook and fillet; when posterior he 
would use the hook and fillet; when posterior he would apply Tarnier’s 
forceps to the trochanteric region of the thighs. In very difficult cases the 
basiotribe may be applied to the after-coming head. It may be necessary to 
insert the finger in the rectum to dislodge the foetus when impacted at the 
perineum. 


Ecropic GESTATION. 


Among the cases of ectopic gestation recently reported the following possess. 
elements of interest : 

At a recent meeting of the Obstetrical Society of London STEVENSON 
reported a case of spurious pregnancy in a multipara, which simulated 
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ectopic gestation. After the cessation of the usual symptoms of pregnancy 
there was a swelling as large as the fist to the right of the uterus; the 
uterine cavity was empty. Diagnosis of ectopic gestation at four months, 
with rupture into the broad ligament, was made; laparotomy revealed an 
ovarian cyst, the other pelvic tissues healthy. 

RosTHORN ( Wiener klinische Wochenschrift, No. 22, 1890) reports the case 
of a multipara, who was delivered of a dead seven-months’ fetus sponta- 
neously. A tumor remained in the abdomen, and foetal movements were felt 
which soon ceased. Laparotomy disclosed a dead fcetus free in the abdomen, 
having escaped from the left tube. The pregnancy had been twin, and rup- 
ture of the ectopic sac had possibly occurred at labor. There are forty-three 
such cases on record; but one was correctly diagnosed, But five cases of 
double ectopic gestation are known. The mother made an uncomplicated 
recovery. JOUBERT reports at Calcutta (Indian Medical Gazette, May, 1890) 
two cases of ruptured tubal gestation which perished from hemorrhage during 
operation. In one the placenta was attached tothe omentum, and so covered 
the foetus that access to it was impossible without tearing through placental 
tissue. BERNAYS (American Practitioner, No. 117, 1890) operated on two cases 
of recently ruptured and early ectopic gestation. In one the patient was 
moribund, and the pregnancy was interstitial. Prompt removal of tumor, 
tube, and cornu saved life, time not being afforded for cleansing the abdomen 
of blood-clots. Both patients recovered. 

ReEAmy (Cincinnati Lancet-Clinie, July 26, 1890) operated on a case of 
ruptured tubal gestation which had been treated by electricity and opiates. 
The placenta was adherent to the intestine and pus had formed, Tedious 


recovery ensued, complicated by fecal fistula, which finally closed. 


PREGNANCY AND PHTHISIS; PUERPERAL ECLAMPSIA. 


The Transactions of the London Obstetrical Society, vol. xxxii., 1890, contain 
an interesting paper by DuNCAN, in which he describes a case of pregnancy 
complicated by phthisis in which he induced abortion, the eneuns being 
greatly improved. 

HERMAN reports five cases of eclampsia, in which he carefully studied the 
urine and temperature of the patients. Such differences were observed in the 
clinical course of the cases, in temperature, urea éxcreted, and other respects, 
that the usual course of the disease was scarcely recognizable. Urea seemed 
excreted abundantly during and after the fits. 


THE VALUE OF HYDRASTIN IN UTERINE HMORRHAGE. 


FALK (Archiv fiir Gyndikologie, Band xxxvii. Heft 2) has treated twenty- 
eight cases of uterine hemorrhage from different causes, and in different de- 
grees, by the hypodermic injection of half a syringeful (fifteen minims) of a 
ten per cent. watery solution of hydrastin. In the 500 injections which were 
practised, inflammation and suppuration did not occur. Falk believes the 
drug valuable to check hemorrhage, but does not consider it of use in pro- 
moting labor-pains. 


PROGRESS OF MEDICAL SCIENCE. 


An UnusuAL MALPOSITION OF THE F@TUS DURING LABOR. 


EHRENDORFER ( Archiv fiir Gynikologie, Band xxxvii. Heft 2) reports a case 
of face-presentation in which labor was delayed, and delivery was finally ac- 
complished by an oblique application of the forceps, the child being expelled 
dead. On examination, the legs were found tightly folded upon the abdomen, 
the toes extending upon the breast; the arms were flexed backward, the fore- 
arms raised upon the scapule, the hands upon the shoulders, with the palmar 
surface directed anteriorly, and the head thrown strongly in extension, the 
occiput resting between the hands. 

A similar case is reported by Murray (Edinburgh Medical Journal, 1882, 
p. 890). Ehrendorfer thinks that curvature of the vertebral column as the 
child descended into the pelvis, was probably the exciting cause of this pecu- 
liar position of the foetus which resulted in dystocia. 


HERNIA OF THE GRAVID UTERUS. 


SPERLING (Jbdid.) has observed the case of a multipara having a highly 
contracted pelvis, upon whom the Cesarean operation had been performed at 
a previous labor efter the child’s head had been severed from the trunk in 
efforts at delivery. On examination the patient presented a well-marked 
hernia of the uterus, the womb and its contents faliing forward beyond the 
symphysis pubis between the thighs. Labor was delayed by deficient uterine 
contraction, and the os uteri was dilated by elastic dilators and tampons of 
iodoform-gauze. A child, aged 171 days, was born, and survived for twenty 
hours. It cried lustily, swallowed a teaspoonful of milk, but failed. Post- 
mortem examination showed imperfect development, with cedema of the brain 
and pia mater. The case is of interest as showing the influence exerted by 
an abdominal scar in favoring hernia of the uterus, and also as an example 
of a child scarcely six months old surviving for a short time, and able to take 


nourishment. 


THE USE OF THE FoRCEPS IN BREECH-LABORS. 


Furst (Jbid.) reports the case of a multipara whose labor was delayed by 
breech-presentation of a large child. The pelvis was slightly contracted in 
its antero-posterior-diameter. Failing to bring down the breech by the hand, 
the Simpson forceps was applied to the sides of the hips, and gentle traction 
made and relaxed during the interval between the pains. After three trac- 
tions the breech descended sufficiently to enable the finger to be hooked over 
the hip. Birth shortly followed, and mother and child made a good recovery. 
While the use of the forceps in breech-presentation has met with limited 
acceptance (few have advocated it, with the exception of Tarnier), yet in cases 
like the above, its application certainly seems justifiable. 


C2SAREAN SECTION AND THE BEST MATERIAL FOR SUTURE. 


MUncHMEYER (Jbid.) reports three cases of Cesarean seetion in which the 
usual Siinger operation was performed, making the record of the Dresden 
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clinic twenty-eight Cesarean sections, with three maternal deaths and one 
foetal death. He adds seven cases of amputation of the uterus with the 
removal of the fetus, performed for septic infection ; for uterine tetanus; for 
threatened hemorrhage after incision of the uterus and the extraction of the 
foetus; caused by occluded cervix with contracted pelvis; for highly con- 
tracted pelvis, death of the foetus, albuminuria, and beginning septic infec- 
tion and two cases of highly contracted pelvis, with failure of the uterus to 
contract after incision, and a case of cancer of the cervix, which had extended 
so far as to render amputation necessary. All of the mothers in these seven 
cases recovered, and two of the children survived. Miinchmeyer has had the 
opportunity of examining, post-mortem, two uteri on which the Cesarean sec- 
tion had been performed. The patients had survived several months, and died 
by some intercurrent disease. Microscopic examination of the chromic acid 
caigut sutures employed, found them holding the parts firmly in good appo- 
sition, and the suture material itself undissolved, and resembling in firmness 
silver wire. The silk sutures, however, which had been used to close the 
abdominal wall, had been partly absorbed. It is Miinchmeyer’s belief that 
chromic acid catgut is the best suture for the uterus, and silk the best for the 
abdominal well. 

INTERESTING CASES FROM THE REPORT OF THE SIMPSON MATERNITY 

HosPITAL, EDINBURGH. 


KEILLER and ATCHISON (Edinburgh Medical Journal, July, 1890) report, 
among other cases of interest, that of a child born with a caul, which ex- 
tended over the face, and encircled the neck in such a manner as to prevent 
respiration. Efforts at inspiration drew the membrane tightly over the face, 
and rapid removal was necessary to enable the child to breathe. From a 
medico-legal standpoint the case illustrates a possible cause of infant death. 

Two cases of scarlatiniform rash in the puerperal state are also reported, 
neither attended by fever. The eruption consisted of small red points, with 
enlarged papillz, which became blotchy and purplish on the face. The 
spots coalesced, extending over the chest, abdomen, forehead, face, and on the 
flexor aspect of the arms. It disappeared on the fourth day, and was attended 
by itching. No septic complications were to be distinguished in these cases. 


RUPTURE OF THE UTERUS. 


Hart (Edinburgh Medical Journal, July, 1890) has met five cases of uterine 
rupture, all of which died. His fifth case was that of a multipara, who had a 
shoulder-presentation. The fcetus was found high in the abdomen, the uterus 
was empty. An attempt to draw the child back into the uterus through the 
rent was abandoned, because the intestine prolapsed into the uterus. Ab- 
dominal section was performed ; the uterus was lifted up and a strong twine 
passed about the cervix, and the uterus was amputated, the ligature closing 
the stump a little above the lower limit of rupture. The peritoneal cavity was 
shut out from the vagina by the peritoneum, which was stitched into the 
wound. The uterine stump was treated as usual in such cases. 

Hart concludes that in cases in which the child is lying partly in the genital 
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tract, it should be extracted, if possible, without upward traction on the uterus; 
this can often be best accomplished by decapitation or craniotomy. If the 
rent be not extensive, tampons of iodoform-gauze and irrigation may be em- 
ployed. Where extensive laceration and escape of the child have occurred, 
amputation of the uterus is the only treatment indicated. 


GYNECOLOGY. 


UNDER THE CHARGE OF 


HENRY C. COE, M.D., M.R.C.S., 


OF NEW YORK. 


WHAT IS THE PRESENT MEDICO-LEGAL STATUS OF THE ABDOMINAL 
SURGEON? 


PoTTER (American Journal of Obstetrics, July, 1890) concludes a timely 
paper on this important subject with the following questions which might 
assume great importance from a medico-legal standpoint in the case of a 
suit against a laparotomist on account of a disastrous abdominal operation : 

1. What has been the previous training of the surgeon in abdominal 
operations, and what degree of surgical skill does he display in dealing with 
the various complications which may arise? 

2. Has the propriety of the operation been positively determined, and have 
iis possible risks been thoroughly explained to the patient and her friends? 

3. Has the consent of the patient and her friends been obtained “‘in a legal 
and binding manner?” 

4. Have the preparations for the operation been made according to the 
most approved rules of modern abdominal surgery ? 

5. Was the anesthetic properly administered by an experienced anzsthe- 
tizer? 

6. Was the operation performed with that degree of skill which is demanded 
of the successful laparotomist ? 

7. Was the after-treatment conducted conscientiously, under the imme- 
diate control of the operator, a skilful nurse being in attendance? 

8. Was the operation performed at the home of the patient, or in a hos- 
pital? If done in a hospital, was it public or private? 

9. Was the patient removed before or after the operation, and was this 
done with the advice and consent of the operator? 

As regards the rights of the patient and surgeon, the writer adds: 

A patient has a right to refuse laparotomy, no matter how urgent may be 
the indications. She may, after the operation, refuse further treatment from 
the operator or from the physician who may be in charge. If sane, she has 
the legal right to insist upon her removal at any time after the operation, 
and the surgeon can be held liable if he detains her against her will. 
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The legal control of the husband would not prevent the wife from sub- 
mitting to an operation if she so desired. 

‘From the foregoing it will be seen that the physician is absolutely help- 
less in all cases that he cannot reach and control by moral suasion. This 
places the abdominal surgeon at a peculiarly trying disadvantage, for. he is 
in the rather anomalous position of incurring grave legal responsibilities in 
cases where he has few legal rights or privileges.” 

[This paper, which was evidently suggested by a recent suit for man- 
slaughter brought against a well-known lady physician, should be carefully 
studied by every abdominal surgeon. The vital importance of this subject 
has not been appreciated by laparotomists, especially by the younger men, 
whose success has been so brilliant that they daily assume risks—to them- 
selves—which are positively appalling. No surgeon’s reputation is so in- 
vulnerable that he can afford to neglect the precautions laid down by the 
writer. This applies especially to hospital practice. The surgeon is con- 
stantly in danger of forgetting that although he may be an autocrat, the 
patient has rights which may assume startling proportions in a court of law. 
In a case of laparotomy every step in the preparation, the operation, and the 
after-treatment should be such as to bear the most searching public scrutiny 
if need be. It is not enough to obtain the patient’s consent, the possible 
risks must be clearly explained to her friends. Except in a case of emergency, 
there should be a consultation previous to the operation. In many hospitals 
there is a standing rule to this effect, but it is usually “ more honored in the 
breach than in the observance.” 

Success in abdominal surgery does not justify the reckless spirit which 
seems to animate some of the younger surgeons who are aiming at a “record.” 
It is a wonder that they have thus far escaped unscathed. Sooner or later 
there will be a catastrophe. In the eye of the law a hundred successful cases 
will not atone for a disregard of the ordinary principles of ethics in a single 
disastrous one.—ED. | 


ARISTOL IN GYNECOLOGY, 


SWIECICKI (Oester-ungar. Centralblatt fiir die med. Wissenschaften) reports 
twenty cases of endometritis and pelvic exudation in which he used the drug 
with favorable results as regards the diminution of the discharge and the 
relief of local pain. He introduced it in the form of vaginal suppositories, 
or in tampons saturated with a ten per cent. solution, and was unable to 
explain its action, except so far as it depended upon the presence of iodine. 

GAUDIN (Gazette de Gynécologie, July 15, 1890) has employed it principally 
in cases of cervical erosion and endometritis, where it acts most favorably. 
In epithelioma of the cervix it is not only a powerful disinfectant and deodor- 
izer, but promotes rapid cicatrization. It may be applied to the cervix in the 
form of powder and in solution, also in suppositories. After curetting the 
uterine cavity it may be packed with strips of gauze saturated with an ethereal 
solution of aristo] (ten per cent.). When the pure drug is ingested or admin- 
istered hypodermically no trace of iodine can be detected in the urine, 
hence there is no danger of toxic effects when it is applied to large, raw 
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surfaces, as is the case with iodoform. Unlike the latter, aristol has not an 
unpleasant odor. 


THE ACTION OF SALICYLIC ACID UPON THE UTERUS. 


Lixuart (Wiener med. Presse, 1890, No. 49) has found that salicylate 
of sodium causes relaxation of the uterus, but is antagonized by moderate 
doses of ergot. In the case of a patient with rheumatism, who was under 
observation for two years, whenever the former drug was administered alone 
she complained of pelvic pain and profuse menstruation, but if ergot was 
given beforehand these symptoms did not appear. 


THE USE OF THE CONSTANT CURRENT IN GYNECOLOGY. 


NOEGGERATH (Centralblatt fiir Gyniikologie, July 5, 1890) criticises a recent 
enthusiastic paper by Saulmann, in which the latter stated that in every case 
of uterine fibroma treated by him the hemorrhage ceased after the use of the 
constant current. ‘“ Who then,” Noeggerath pertinently inquires, “ will now 
venture to perform myomotomy, since hemorrhage can be controlled in four 
séances at the most?” As opposed to Saulmann’s statement, he quotes from 
the records of Apostoli’s clinic, in which it was admitted that out of forty-six 
patients who had submitted to the electrical treatment, twelve were either 
not relieved, or lost more blood than before. He furthermore shows that a 
current of such high intensity as that which Saulmann habitually uses (175 
milliampéres) is not borne by many patients, and, in short, that the loose 
statements of the ultra-enthusiasts tend to cast discredit upon a method of 
treatment the efficacy of which in suitable cases has been well established. 


THE TREATMENT OF UTERINE FIBRO-MYOMATA BY APOSTOLI’S METHOD. 


ENGLEMANN, of Kreuznach (Deutsche med. Wochenschrift, July 3, 1890), from 
careful clinical studies, arrives at the following conclusions: 1, a retrograde 
metamorphosis in the tumor sufficient to cause a sensible diminution in its 
size is seldom observed. Such changes as occur are probably electrolytic, 
and are confined to the immediate neighborhood of one pole; 2, the diseased 
endometrium is principally affected by the electrical treatment, as shown by 
the disappearance of hemorrhage and leucorrheeal discharge; 3, pressure- 
symptoms are always relieved, as well as reflex nervous disturbances; 4, 
although this method of treatment does not offer great advantages over those 
hitherto practised in cases of uterine fibroid, the latter are still so imperfect 
that the electrical treatment should be regarded as a valuable adjunct to our 
previous means of therapy. 


CONTRIBUTIONS TO THE STUDY OF GONORRH@A IN THE FEMALE. 


WERTHEIM ( Wiener klin. Wochenschrift, 1890, No. 25) reports five cases of 
gonorrheeal salpingitis in which he was able to demonstrate positively the 
presence of gonococci not only in the purulent secretion, but in the wall of 
the tube. He believes that when the cocci cannot be found in a case of 
gonorrheea of the tube, it is because they are either present in small num- 
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bers, or have already been destroyed, since the inflammatory process which 
they set up may, of course, persist after they have disappeared. In proof of 
this, he calls attention to the fact that, side by side with typical gonococci, 
he frequently observed bodies of irregular shape which did not stain readily, 
and yet bore such a close resemblance to the former that they could only be 
regarded as cocci which were undergoing retrograde changes. Why they 
should persist in the tube for a year after infection in one instance and for 
only a short time in another, it is impossible to determine. The writer was 
the first to discover these microdrganisms in the wall of the tube. 


PULSATION IN AN OVARIAN CysT. 


GeErsuny (Centralblatt fiir Gynikologie, April 26, 1890) describes a case of 
ovarian cystoma, over the entire upper surface of which (as well as per 
vaginam) could be seen and felt a marked pulsation, while two distinct mur- 
murs could be heard on auscultation, The cyst proved to be intra-ligamentous, 
and was pressed backward in such a way as to overlie the aorta, the pulsa- 
tion of which was doubtless transmitted through it. The reporter thought 
that this pulsation, transmitted in all directions, was peculiar to retroperi- 
toneal cysts. 


SECONDARY PERINEORRHAPHY. 


Under this head SAURENHAUS (Centralblatt fiir Gyndkologie, May 3, 1890) 
reported, at a recent meeting of the Berlin Obstetrical Society, twenty cases 
in which he repaired laceration of the perineum at periods varying from five 


to twenty days after the original injury, with only two failures. The surfaces 
were freshened by the scissors or sharp spoon, and were united by a con- 
tinuous catgut suture. In the discussion which followed the reading of the 
paper the consensus of opinion was in favor of using the continuous catgut 
suture for the immediate repair of perineal lacerations. 


TREATMENT OF ENDOMETRITIS. 


TERRILLON (Bull. générale de Thérapeutique, August 15, 1890) believes that 
endometritis is either of septic (puerperal) or of gonorrhceal, less often of 
traumatic, origin. Local treatment is alone effective, and is not followed by 
bad results so long as strict antisepsis is practised. The cervical canal should 
first be dilated, preferably by Vulliet’s method, which is less painful and 
irritating than rapid dilatation, after which curetting or local applications 
may be employed. 


TEMPORARY PARALYSIS OF THE INTESTINES AFTER LAPAROTOMY. 


TERRILLON (Revue de Chirurgie, 1890, No. 10) reports a fifth series-of thirty- 
five cases of ovariotomy (with one death) among which was a case of intestinal 
obstruction due to pure paralysis of the muscular coat of the gut, which re- 
sisted several applications of the faradic current, but after four days yielded 
spontaneously. As the operation was prolonged, the writer is inclined, with 
Olshausen, to attribute this phenomenon to long exposure of the intestines 
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to the air, although it may be explained by the presence of a slight inflamma- 
tion of their serous covering. He purges earlier and more frequently than 
was his custom, and administers naphthol and bismuth in order to prevent 
the development of tympanites. 


PURULENT PEKITONITIS CURED BY LAPAROTOMY. 


FLEETWOOD (Australian Med. Journal, October 15, 1889) reports the case of 
a girl, ten years of age, with acute purulent peritonitis. Puncture with an 
aspirating-needle revealed the presence of pus in the peritoneal cavity, which 
was opened and washed out, first with a saline solution containing corrosive 
sublimate, and afterward with pure water, and then drained. A cure followed 
within nine weeks. 


LACERATION OF THE VAGINA DURING COITUS. 


FRANK ( Wiener klin. Wochenschrift, 1889, No. 50) met with this injury in a 
woman, thirty-two years of age, who was brought to the hospital with all the 
signs of acute anenia from hemorrhage. Oa examination the posterior 
vaginal fornix was found to be completely separated from the portio vaginalis, 
but the peritoneum was not injured. The wound was sutured, and healed 
quickly. The patient stated that during coitus she had felt a sharp pain, 
and that the act was followed by free hemorrhage, The lesion seemed to be 
due to the fact that intercourse took place in the sitting posture, the uterus 
being retroflexed, so that the posterior vaginal wall was put on the stretch. 
The accident, which was rare, was of considerable interest from a medico- 


legal standpoint. 


PADIATRICS. 


UNDER THE CHARGE OF 
JOHN M. KEATING, M.D., 


OF PHILADELPHIA, 


A. F. CURRIER, M.D., AND W. A. EDWARDS, M.D., 


OF NEW YORK, OF SAN DIEGO, CAL, 


On THE StruMoOvus DISEASES OF CHILDHOOD AND THEIR RELATION TO 
TUBERCLE. 


MADDEN, in an abstract of a paper read before the British Medical Asso- 
ciation, July, 1890, remarks that the increasing proportion of strumous and 
tubercular affections observed in his wards in the Children’s Hospital (Dub- 
lin) is probably largely ascribable to the faulty dietetic and hygienic manage- 
ment of early childhood, and to the general substitution of artificial, and very 
unsuitable, preserved or tinned preparations, for that natural or fresh milk 
which is essential for the healthy nutrition of children. As he formerly 
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pointed out, the acute forms of tuberculosis common during childhood 
resemble the infective diseases in their origin from a specific germ, whether 
generated in the body or introduced from without. The latter is probably the 
case in the tubercular diseases prevalent among the children of the poor, in 
whose dietary various forms of preserved milk-foods now enter largely, as it 
seems difficult to conceive any certain guarantee that the cows furnishing the 
supply may not, in some cases, suffer from perisucht, this disease being very 
prevalent and not materially affecting the quantity of milk. More recently 
Professor Bollinger has shown that milk may prove infectious whether taken 
from cows suffering from general or local tuberculosis; in his experiments 
only a few drops of undiluted milk from a tuberculous cow proved sufficient 
to produce miliary tuberculosis in animals, Be the pathogenesis of tuber- 
culosis what it may, however, there can, Madden thinks, be no question as 
to the fact that it is most frequently developed in patients who bear in their 
general constitutional condition, and more especially in their glandular 
system,’the obvious imprint of the strumous diathesis. Nor is it to be won- 
dered at that in children, thus constitutionally enfeebled, the struggle for 
existence between the invading specific microdrganisms and the blood-cor- 
puscles or leucocytes should so speedily terminate in the fatal victory of the 
prolific bacilli of tubercle. 
PHYSICAL EDUCATION IN RELATION TO MENTAL DEVELOPMENT IN 
SCHOOL-LIFE. 


MADDEN, in an abstract of a paper read before the British Medical Asso- 
ciation, July, 1890, says that the respective claims of physical and mental 
training, and the evils arising from the neglect or abuse of either, are obvi- 
ously questions of the highest medical as well as social interest. This neglect 
now presents itself in two different aspects. On the one hand, the children 
of the poor in England are compulsorily subjected at an absurdly early age 
to a forcing and injurious system of mental cultivation; whilst, on the other 
hand, in the case of those of a better social position, the physical powers are 
not uncommonly overtrained at the expense of the mental faculties. Of 
these errors, the former is the most important, and to its operation is, he 
believes, largely ascribable the apparent diminution of physical stamina 
observable in too many of the youth of the present day as compared with the 
physically more robust, if intellectually less cultured, generation of the pre- 
educational period. 

At the present time, a large part of the first ten years of life, which should 
be primarily devoted to physical and moral training, is given up to the 
development of the mental powers: the child, when a mere infant, being 
compelled to attend some school, where the immature brain is forced into 
abnormal and disastrous activity. On its return home, jaded in mind and 
body, to prepare for the next day’s task, such a child is necessarily unfit for 
the enjoyment of the physical exercise which is essential for its bodily de- 
velopment and health, or for the still more important elementary training of 
the affections and moral faculties, and instilment of religious principles, 
which are better acquirable from home-teachings than from any school- 
board system. 
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During the first eight or ten years of child-life, the amount of mental 
cultivation which a child’s brain is capable of receiving with permanent 
advantage is much less than is commonly believed. No greater physiological 
mistake is possible than that of attempting any considerable degree of such 
culture until the sufficient development of the physical stamina and moral 
faculties is accomplished. The organ of the mind is as much a part of the 
body as the hand, and ere either can function properly, its vital force must 
be fostered and maintained by nutrition and developed by physical exercise. 

In connection with the physical management of childhood, he adds a few 
words on the abuse of alcoholic stimulants. The evils resulting from the 
abuse of alcohol were never so prevalent as at present, and are traceable in 
the diseases of youth as well as in those of adult existence. The results of 
this acquired or inherited alcoholism are brought under clinical observation 
in the form of cerebral, gastric, and hepatic disorders, and especially cirrhosis 
of the liver, as well as the protean forms of cerebro-spinal disease, and 
the various neuroses so frequently noticed in hospitals for children, and to 
which he has elsewhere directed attention. In the majority of these cases 
of juvenile alcoholism that have come under his care in the Children’s 
Hospital, Dublin, this tendency appears inherited and most marked in those 
whose mothers were inebriates—intemperance in women also bearing in 
other ways on the diseases treated in hospitals for children, where its effects 
are strikingly evinced by the moral and physical deterioration of the offspring 
of the drunken and by their special predisposition to strumous, tubercular, 
and other constitutional taints. 

Under no circumstances should alcoholic stimulants be given to children, 
save in the guise and defined doses of other remedial agents—his experience 


in hospital and private practice, at home and abroad, having amply con- 
firmed the view expressed in a work of his published many years since, viz., 
that it is physiologically wrong, as well as morally unjustifiable, ever to allow 
a healthy child to taste alcohol in any form. 


POINTS IN THE DIETETIC MANAGEMENT OF CHILDREN. 


RACHFORD formulates the following rules, which will aid us very much in 
selecting a diet when it becomes advisable to discontinue milk temporarily : 

1. Avoid albuminous food (2) when marked constitutional symptoms are 
present; (5) when in doubt as to the character of the fermentation causing 
the disease ; (c) when the stools are putrid; (d) when the stools contain 
mucus and blood; (e) when the nausea is constant and not relieved by 
vomiting. 

2. Avoid carbohydrates as a food (a) when there are no marked constitu- 
tional symptoms present, and the stools are continuously acid; (6) when 
there is much flatus, pain, or urticaria. 

3. When the albumins are to be avoided the carbohydrates are, as a rule, 
indicated ; and when the carbohydrates are to be avoided, the albumins are, 
as a rule, indicated. 

4. Give foods, such as cream, beef-broths, and whiskey (a) when the foods 
prescribed according to the above rules disagree; (5) during the first twenty- 
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four hours in severe acute cases; (c) when in doubt as to the character of 
the food indicated.—Archives of Pediatrics, 1890, p. 441. 


SocRGICAL TREATMENT OF ERYSIPELAS. 


DILLon-BRowNn reports a successful case treated by the Kraske-Riedel 
method. The patient, an infant of five and one-half months old, was some- 
what cachectic, and erysipelas developed in the left leg in the neighborhood 
of an abscess which had been incised. In spite of the general and local 
treatment, the erysipelas steadily advanced until the knee was reached. At 
this time the child’s general condition was alarming in the extreme; tem- 
perature 104.5° F.; pulse 178, weak and thready; and the case was looked 
upon as hopeless unless some means were found of preventing the extension 
of the erysipelas, Under chloroform anesthesia a fence was made com- 
pletely encircling the limb by scarifying it with ascalpel. The scarifications 
were dressed with gauze saturated with 1:1000 bichloride. Immediately 
after the operation the line of the fence became swollen, red and angry- 
looking, apparently from the irritation of the dressing. The inflammation 
rapidly travelled up to the line of the scarification, but did not pass above 
the barrier. On the following morning the temperature was 100°, and general 
improvement marked in all symptoms; pulse 120; eyes bright. From this - 
time there was rapid and uninterrupted convalescence and complete recovery. 
—Annals of Gynecology and Pediatry, 1890, p. 489. 


A PLEA FOR EARLY OPERATIVE INTERFERENCE IN ACUTE PERITONITIS, 
WITH EsPECIAL REFERENCE TO THE SO-CALLED IDIOPATHIC PERI- 
TONITIS IN CHILDREN. 


LyDsTON presents a careful consideration of this subject in the Journal of 
the American Medical Association, June 28, 1890. 

There is a feeling at present among progressive physicians that peritonitis 
is more of a surgical disease than it has been regarded. The more carefully 
we inquire into the history, the narrower the range of the so-called idiopathic 
cases becomes. 

Children are very often taken while apparently in a condition of perfect 
health. This is inconsistent with the idiopathic theory ; adhesions and pus 
are an almost invariable result of idiopathic peritonitis. Gauderon remarks 
that recovery followed the escape of pus through the umbilicus in eleven 
cases out of twenty-five, and of these eleven cases there were eight recov- 
eries. It would be interesting to note how many of the fourteen cases re- 
covered, as showing in how far the chances of recovery were directly depen- 
dent upon the exit of the pus. Children receive so many bumps and falls 
that they are not likely to attribute any special importance to an accident. 
The peritoneum being more sensitive in children, their greater susceptibility 
to peritonitis from slight injuries is at once obvious. 

Very slight injuries to other viscera, especially the liver, may give rise to 
the disease. The bruising may be so slight as to leave no trace which is 
visible post-mortem, and yet be sufficient to light up general peritonitis. A 
bruise over the distended bladder or a wrench of its peritoneal attachments, 
incidental to a fall, may cause it. 
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A cause of peritonitis in children is inflammatory affections in the region 
of the cecum. Typhlitis and perityphlitis, due to enteroliths or foreign 
bodies in the vermiform appendix, constitute one of the most frequent 
causes of so-called idiopathic peritonitis in young children. The reason 
that this is not more frequently recognized, is the fact that in children the 
disease runs a very rapid course, has a more pronounced tendency to general 
extension, and kills the patient before evidences of localized inflammation 
and suppuration are recognized. The formation of lymph, plastic material, 
and protective adhesions does not occur in the child because of the rapid 
extension of the inflammation. 

Lydston concludes as follows: 

The majority of cases of so-called idiopathic peritonitis in children will 
be found upon inquiry to be traumatic. 

Slight injuries of the abdominal contents are relatively more dangerous in 
children than in adults. 

Acute peritonitis in children, while apparently idiopathic, is often secon- 
dary to perityphlitic inflammation, which runs a rapid course and extends to 
the general peritoneum without the intervention of appreciable local 
changes. 

The profound prostration and cardiac inhibition characteristic of perito- 
nitis are incidental (1) to tension of the peritoneum produced by inflam- 
matory products, with a consequent reflex inhibition of the heart, and (2) 
mechanical interference with the heart’s action. 

Surgical interference is indicated in all severe cases of general peritonitis 
and in cases of localized suppurative inflammation, or in cases of perityph- 
litic origin. 


It is not necessary to make a large incision, excepting in cases in which 
perityphlitic abscess is known to exist, when the incision should be made at 
the most favorable point, which is the typical line for ligation of the common 
iliac. In the majority of cases in children a median exploratory incision, 
with flushing of the abdominal cavity, is sufficient. 


CIRRHOSIS OF THE LIVER IN CHILDHOOD. 


In Canada, Howard has recorded two cases; Germany presents eighteen; 
England forty-four; France fifteen; the United States eight; Ireland four, 
and India one. This recapitulation will serve to show how very rare is the 
disease; Flint, in a personal communication to Howard, remarks upon its 
exceeding rarity in the United States. 

EDWARDs presents a study of cirrhosis in the Archives of Pediatrics, July, 
1890, with a report of one case and a tabulated résumé of the literature. 

The slight effect that alcohol has in these cases is illustrated by the fact 
that its habitual use is mentioned only eleven times, its absence being noted 
in fifty cases, and no mention being made of it at all in thirty-three instances. 
In six times it is recorded as probable. 

The infectious fevers play a more important ré/e in the etiology of the 
disease; the hepatic derangement of fevers may, and often does, persist after 
they have subsided, and thus is said, independent of syphilitic contamina- 
tion or alcoholic abuse, to produce chronic interstitial hepatitis. 
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Hebrard has recorded one case of interstitial hepatitis following measles, 
with microscopic studies presenting infiltration by newly-formed connective 
tissue, distention of veins and arteries, and much fatty degeneration ; and 
Klein has examined eight examples of acute interstitial hepatitis in scarla- 
tinous cases. 

The case reported by Edwards would seem to be an example of cirrhosis 
following the infectious fevers, as the child (et. ten) is not syphilitic and 
is a non-alcoholic, but has suffered most severely from both measles and 
scarlatina. 

Howard has collated six cases in which cirrhosis seemed to be part of a 
general fibroid change, and one case in which Gull and Sutton’s oft-described 
arterio-capillary change could be considered as a causative agent. 

Tuberculosis may cause an hepatic cirrhosis. 

Of late years faulty digestion and the alkaloidal products of albuminous 
decomposition—the ptomaines—have been regarded as a possible cause of 
interstitial hepatitis, although the matter is as yet subjudice. 

Regarding the disease as it occurs in childhood, it may be either atrophic 
or hypertrophic, not unusually the so-called mixed cirrhosis is met with; 
some observers regard the latter as rather the usual form in childhood. 

The age of greatest frequency is from nine to twelve years ; males are more 
affected than females, in the proportion of almost two to one. 

Symptomatology differs but little from the adult. The symptoms at first 
are apt to be confounded with simple congestion. Digestive troubles exist, 
abdominal pain, slightly augmented by pressure, alternating diarrhea with 
constipation, increase in the size of the liver, slight ascites, dilatation of the 
subcutaneous abdominal veins, and slight jaundice or a subicteroid tint of 
the face. Stigmata, composed of collections of dilated minute venules, may 
be observed on the face; their presence should suggest an examination of the 
liver, with special reference to the probabie existence of cirrhosis. 

A large proportion of the cases of infantile cirrhosis present irregularities 
in the temperature-curves. The case that we are considering presented a 
temperature which, within a month, fluctuated between 100° and 972° F. 
It was quite as apt to be subnormal as elevated. 

The prognosis and treatment are as in the adult. Within the last eighteen 
months cases have been reported that appear to show that the prognosis is 
not as hopelessly fatal as we have formerly considered it. 


INFANTILE CONVULSIONS CAUSED BY THE MILK OF A WORRIED MOTHER. 


PACKARD reports the case of a baby, three months old, who was observed 
to cry after nursing as if in pain, and at the same time the discharges from 
the bowels became too frequent, and at times were greenish and offensive. 
At this time the mother had become over-tired, and was low-spirited and 
dyspeptic. Simple remedies were given to check the diarrhea, and the family 
returned to town with the baby, whose gastro-intestinal irritation had then 
been in progress for a fortnight. During some of the colicky attacks the 
baby turned its head to the right, and the neck became stiff. These mani- 
festations were so slight, however, and passed over so quickly, that no one 
but the mother attached to them any importance. The child was removed 
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from the breast, and the convulsions ceased altogether; the mother within a 
week nursed it again, and the convulsions returned with gastro-intestinal 
irritation, green and offensive passages, and symptoms indicating a larger 
area of brain irritation. 

In addition to the rotation of the head to the right, there was also conju- 
gate deviation of the eyes to the right, with flexing and spasm of the left 
arm and hand, and drawing up of the left corner of the mouth. As before, 
the spasms lasted only a few seconds, when the child instantly resumed its 
natural expression, and crowed and laughed as if comfortable and happy. 

During and after the seizures the pupils appeared normal, 

The baby was at once taken from the mother’s breast, and a wet-nurse 
substituted. Small doses of hyd. c. creta were again administered ; bromide 
of soda in doses of two grains every two hours, with an occasional laxative 
composed of castor oil and syr. rhei ar., combined with a few drops of 
paregoric. 

The convulsions were estimated to number quite a hundred in twenty-four 
hours. They were certainly very frequent, but they were not counted. 

In this case it will be noted that the convulsive action was sv limited and 
localized that no vital function was disturbed, and the child was thus enabled 
to pass through several hundred seizures without evident shock to the vital 
powers.— Medical Record, May 24, 1890. 


DIPHTHERIA. 
Dr. PRICE BROWN related the history of a case of diphtheria to the Toronto 
Medical Society, April 22, 1890, in a child of fourteen months. Patient was 
greatly cyanosed, but there was no membrane visible in the throat. Vesicular 


murmur was absent over the chest, and there was bronchial respiration. 
Resonance was unimpaired. He performed tracheotomy, and there was in- 
stant relief and consciousness returned. Though blood and mucus passed 
freely from the tube, no membrane came away. The child sat up and took 
milk greedily, and respiration was almost normal. 

Next day the child had a convulsion and gradually sank. 

Death was not due ‘to stenosis, pneumonia, or bronchitis. He was in doubt 
as to the cause. 

Intensity of the septic trouble, cerebral thrombosis, and overloading of the 
stomach were suggested as possible causes of the convulsion.— The Canadian 
Practitioner, May 16, 1890. 
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